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A NATIONAL SERVICE 


i pe public health nurse is America’s 
outstanding contribution to the 
nursing profession. Away back in 1813, 
or nearly a half century before Florence 
Nightingale established the first training 
school for nurses, “district”? nurses who 
worked according to the crude standards 
of that era were sent out to the homes 
of the sick poor by the Ladies’ Benevo- 
lent Society of Charleston, South Caro- 
lina. 

As modern nursing methods were de- 
veloped, the public health nurse kept 
pace with the times, and visiting nurse 
associations were organized—each push- 
ing upward the standards of this com- 
munity service—in Buffalo, Philadel- 
phia, Boston, Chicago, New York, and 
other cities. Public health nursing was 
reaching out across the country at the 
turn of the twentieth century. 

It was not until 1912, however, when 
the National Organization for Public 
Health Nursing was established at a 
convention in Chicago, that these local 
organizations attained to a truly national 
consolidation of leadership, and to all 
the powers for progress that go with the 
solidarity of a great national organiza- 
tion. Those within the nursing profes- 
sion know the progress that has been 
made in the last twenty-five years. So 
do laymen who have come into contact 
with public health work, but the gen- 
eral public does not realize it. 

Because our Silver Jubilee offers us 


an opportunity for popular education 
concerning the work public health 
nurses are doing, we are delighted to be 
receiving in this Jubilee year the en- 
dorsements of many distinguished Amer- 
icans. Their words carry weight. They 
add to the prestige of the N.O.P.H.N. 

A letter has been received from Presi- 
dent James Rowland Angell of Yale 
University. It declares that he has 
known of the accomplishments of the 
N.O.P.H.N., and “shared with other cit- 
izens in grateful appreciation of what 
has been done.” 

‘More than any other single agency 
of which I know,” he says, the members 
of the N.O.P.H.N. “have succeeded in 
providing the machinery by which the 
teaching of health and prevention of 
sickness can be carried into schools, in- 
dustrial plants, and the homes of the 
people.” The organization, he com- 
ments, “apparently cherishes a_ very 
broad conception of its obligations.” 

A similar letter has been received 
from Frederick H. Ecker, chairman of 
the board of the Metropolitan Life In- 
surance Company. That company, he 
says, is in an excellent position to recog- 
nize the “very great importance of the 
leadership” which the N.O.P.H.N. “has 
given to public health nursing and re- 
lated fields of preventive medicine.” 

“We are glad to record our endorse- 
ment of the work and the plans of this 
organization,” he writes from the offices 
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of his company, “and our best wishes 
for the attainment of adequate support 
for the perpetuation and expansion of 
its endeavors.” 

Such public recognition of the ser- 
vices given by the public health nurses 
of the country—a recognition leading to 
opportunities for an expansion of their 
work—could only be obtained by a 
nation-wide organization. It is the 
state-by-state organization of member 
agencies, united into a single national 
body, that has given the public health 
nurse her chance to raise the standards 
of her profession and to educate the 
public to its value. 

Since the last issue of Pusric 
HEALTH NurRsING, the sponsors of our 
national Silver Jubilee have been joined 
by other distinguished citizens. 

Mrs. Margaret Culkin Banning, Pres- 
ident Mary Emma Woolley of Mount 
Holyoke College, Mrs. Seymour Crom- 
well, Dr. Harold S. Diehl, Mrs. Dorothy 
Canfield Fisher, Robert F. Herrick, 
James Hampton Kirkland, Mrs. Percy 
V. Pennypacker, Miss Josephine Roche 
and Dr. Maude Slye have joined the 
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National Jubilee Committee of which 
Henry Bruere, president of the Bowery 
Savings Bank in New York, is chairman. 

With such a sponsorship the out- 
look for a truly national celebration of 
the twenty-fifth anniversary of the 
N.O.P.H.N. is bright. Lay committees 
have been formed and have announced 
their chairmen in seven states—Califor- 
nia, Massachusetts, Montana, New 
Hampshire, New Jersey, South Dakota 
and New York. Other states are to an- 
nounce their Jubilee committees soon. 

The N.O.P.H.N. has member agen- 
cies in thirty-eight states, and individ- 
ual members in every state as well as in 
the American dependencies and in for- 
eign countries. The strength of the or- 
ganization lies in the close codperation 
of these numerous members and the 
national staff. Between them we are 
confident we can make 1937 a year to 
be remembered in the history of public 
health nursing. It should bring even 
greater membership and more solid 
financial strength to the organization if 
individual and agency members will do 
their part. 


CONFERENCE 


ON SYPHILIS AND GONORRHEA 


M” THAN 700 doctors, nurses and 
medical social workers from forty 
states met in Washington, D. C., De- 
cember 28-30, 1936 to confer on prob- 
lems related to the control of gonorrhea 
and syphilis. The Surgeon General, Dr. 
Thomas Parran, who called the confer- 
ence, must have been gratified indeed at 
the response to his invitations, at the 
serious, undivided attention which the 
visitors accorded the addresses, and at 
the lively, pertinent discussion which 
greeted the resolutions of the various 
sections. It is expected that both the 
papers and recommendations from the 
Conference as a whole will be available 
to all in printed form very soon. We 
earnestly urge that all the papers be 
read with care, and that the recom- 
mendations (particularly those related 
to nursing service) be thoughtfully con- 
sidered by all our readers in the light of 
individual local situations, 


The Conference constituted what was 
virtually a call to arms in the fight 


against syphilis and gonorrhea. Every 
member attending the sessions went 
home with renewed courage and 


strengthened determination to make this 
coming year stand out as a year of 
progress and enlightenment in the con- 
quest of these diseases. It was gratify- 
ing—at the same time humbling and 
challenging—to hear speaker after 
speaker stress the importance of the 
well-trained public health nurse in this 
program, the need for more nurses, the 
need for wiser nurses, adequately pre- 
pared to carry on this service. 

“A smile in the clinic is worth two 
follow-up workers” served as the key- 
note to many, many urgent demands fo! 
attractive clinics with time schedules 
allowing for individual interviews with 
beth doctors and nurses. The general 
ized public health nurse as a case 





—_—_—_e OO 


i f 


th 





Feb., 1937 


finder; the public health nurse lent to 
private physicians for the confidential 
follow-up of their delinquent cases: the 
importance of a program of public edu- 
cation carefully integrated with local re- 
sources and progress; the interpretation 
of plans to newspaper editors; the shar- 
ing of problems with the private physi- 
cians—all these (along with all the 
clinical problems of treatment, needed 
fields for research, and laboratory meth- 
ods) were discussed at length. Again 
we seriously urge every public health 
nurse and board member to study the 
conclusions of these meetings. As Presi- 
dent Roosevelt wrote to the Conference: 
“Out of your deliberations there will 
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come a statement of principles and 
methods which should be useful to every 
community in the country in applying 
most effectively the scientific knowledge 
which we have to minimize these serious 
hazards to the public health.” 

The N.O.P.H.N. stands ready to be 
of any service it can offer to public 
health nurses in putting these sugges- 
tions into practice. This is not—as our 
members know—a new interest with us. 
For four years we offered public health 
nurses a consultant office and field ser- 
vice on social hygiene problems. We 
hope it will not be long before this ser- 
vice can be a part of our program again. 


D.D. 


PUBLIC HEALTH NURSES AND THE N.L.N.E. 


Public health nurses have a vital in- 
terest in the professional education 
given to students in schools of nursing. 
The great need for more adequate prep- 
aration of public health nurses was re- 
vealed by the Survey of Public Health 
Nursing made by the N.O.P.H.N. and 
published in 1934.* Because of de- 
ficiencies in basic nursing education, a 
great deal of precious time and effort in 
both postgraduate courses and staff edu- 
cation programs is spent merely in 
remedying these inadequacies and meet- 
ing needs which should have been met 
in the basic course. 

Nursing education today is passing 
through a critical period of growth and 
development when the best minds in the 
profession are needed to guide its des- 
tiny for the future. With the increasing 
incorporation of a public health, back- 
ground in the basic curriculum, the help 
and advice of public health nursing 
leaders are more and more needed and 
requested by nurse-educators. 

Public health nursing executives, su- 
pervisora, and educational directors— 


all those having to do with the educa- 
tion of public health nurses—are eligible 
for membership in the National League 
of Nursing Education, the organization 
which gives national leadership in set- 
ting educational standards for schools of 
nursing. Applications may be secured 
from the secretary or chairman of the 
committee on eligibility of state and 
local leagues. Those living in a state 
without a league may procure a blank 
directly from National Headquarters, 
50 West 50th Street, New York, N. Y. 
National dues are $3.00 a year for ac- 
tive members. (This does not include 
dues for state and local leagues where 
they exist.) 

Participation in the important pro- 
gram of activities of @the N.L.N-E. 
thsough mebership in the organization 
is both a privilege and a responsibility 
for all those who are interested in de- 
veloping a high standard of nursing edu- 
cation in the United States. 


*N.O.P.H.N. Survey of Public Health Nurs- 
ing. The Commonwealth Fund, New York, 
1934, 








Nursing in the Toxemias of Pregnancy 


CATHERINE GEUSS 


Supervisor, In Service 


New York Hospital 


TATISTICAL STUDIES show that 
maternal mortality due to prevent- 
able causes has not decreased dur- 

ing the past two decades. Dr. H. J. 
Stander, in his revised edition of Wil- 
liams’ Obstetrics states that the toxemias 
of pregnancy are responsible for from 
one fourth to one third of the maternal 
mortality incident to childbirth. He 
further states that about ten per cent of 
all pregnant patients suffer from one or 
another of this group of disorders.’ In 
view of these facts it would be well to 
give some attention to the nursing 
aspects of this condition. 

In order to assist intelligently in the 
prevention and treatment of these dis- 
turbances of pregnancy some knowledge 
of the current points of view on the 
subject is obviously necessary. In addi- 
tion to the textbook referred to above, 
Dr. Rosensohn has contributed a partic- 
ularly able and informative summary of 
the problem in an article appearing in 
the December 1936 issue of this maga- 
zine.” The following remarks on nursing 
care will be better understood if Dr. 
Rosensohn’s article is read. 


PREVENTION 


One privilege which presents itself to 
a nurse is her opportunity to stimulate 
an interest in the maintenance of health 
of those with whom she comes in con- 
tact. It is generally conceded that the 
years in which this is most profitably 
achieved are those of childhood, to the 
end that adult life may be attained with- 
out a handicap. In short, when one 
thinks of the prevention of toxemia, one 
naturally thinks also of the importance 
of the prevention of the infectious dis- 
eases of childhood, particularly scarlet 
fever. For many nurses a review of 
scarlet fever and its possible aftermath 
of nephritis may be indicated in this 
connection. Moreover greater attention 
might well be given to the importance of 
adequate care during the convalescent 
periods in communicable diseases of any 


HELEN W. GOULD 
Instructor, Qu 


New York 


Patient Service 


One-quarter of all maternal deaths in 
the United States are due to the 
toxemias of pregnancy. This authori- 
tative discussion of the nursing care 


and 


supervision of toxemia patients 
supplements Dr. Meyer Rosensohn’s 
article on this important problem, 


which was published in December 1936 
age-group. It is interesting to note that 
for the year 1935, 5.1 per cent of the 
toxemia patients in a large obstetrical 
hospital in New York City give a history 
of scarlet fever and 9.5 per cent had had 
a previous nephritis.* Because of the 
difficulty in obtaining completely accur- 
ate histories these are believed to be con- 
servative figures. Therefore, a woman 
with previous kidney damage, scarlet 
fever or diphtheria may become in preg- 
nancy the potential toxemia patient. 

During pregnancy there is only a nar- 
row margin maintained between the 
normal and the abnormal. Toxemia may 
develop with almost incredible sudden- 
ness. Because of these factors various 
points in the nursing care of the ante- 
partum patient should be emphasized. 
Skilled medical care from the time preg- 
nancy is suspected is the first considera- 
tion, and reporting back for medical 
supervision as ordered or when indicated 


_must be insisted upon. A standard which 


has been set for the frequency of nurs- 
ing supervisory visits to a normal pa- 
tient who is going to her physician or 
clinic regularly is: once a month through 
the sixth month, twice a month in the 
seventh and eighth months, and weekly 
thereafter until labor begins.* 

The hygiene of pregnancy requires 
much more skillful teaching than has 
been done. We need to give more consid- 
eration to the other influential factors in 
addition to the physical which may bear 
upon the patient’s welfare, remembering 
that such factors will be apparent only 
to the nurse who is aware of their im- 





*New York Hospital, Woman’s Clinic 
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portance and who is sufficiently inter- 
ested in people to inspire their confi- 
dence. 


OBSERVATION OF SYMPTOMS 


In relation to the symptoms of tox- 
emia, a nurse should possess a clear 
understanding of the earliest manifesta- 
tions of the condition and be able to 
convey to the patient, without arousing 
her anxiety, a knowledge of those early 
symptoms which should be reported im- 
mediately. These may be grouped as: 
(1) those of the cerebral system, such 
as persistent or severe headache, spots 
before the eves, dizziness, visual disturb- 
ances; (2) those of the gastro-intestinal 
tract, such as pain in the pit of the 
stomach, severe nausea and vomiting, 
persistent constipation; (3) those of the 
cardio-vascular renal system, such as 
albuminuria and scanty urine; (4) and 
finally, swelling of any part of the body, 
particularly the face and ankles, cardiac 
distress, or any other untoward symp- 
toms. 

In addition there are certain signs 
which the nurse should discover: any 
elevation of the temperature and blood 
pressure; albumen in the urine; unusual 
lassitude or drowsiness; too great a gain 
in weight (the total gain, normally, is 
approximately 20 to 25 lbs. with 7 or 8 
lbs. of this amount gained in the last 8 
weeks); “pitting” when edema is pres- 
ent; an exaggerated sense of well-being 
or elation; and a peculiar “fruity” odor 
of the breath indicating an acidosis. Tn 
short, watchfulness throughout is the 
keynote to prevention of the toxemias of 
pregnancy. 


~~ 
wi 


From contact with a great many ante- 
partum patients the impression gained is 
that in one particular province of ours, 
namely that of teaching, nurses may 
have been largely “telling” patients 
which is obviously not the same thing. 
It is in mothers’ clubs that much of the 
hygiene of pregnancy is taught. If this 
can be done informally with discussion 
from the group and with an allowance 
of time for practice and for recreation, 
more actual learning undoubtedly takes 
place. Again, the better the nurse knows 
the patient and her family situation the 
better will be the results obtained. In 
fact it requires mutual understanding, a 
matter of ‘give and take” in which the 
prospective mother is encouraged to ask 
questions and to discuss her problems. 
For the most part a patient is assisted 
to take better care of herself by several 
different methods of teaching and by the 
continuous understanding of the nurses. 

Too frequently, in spite of all that is 
done, the symptoms and signs enumer- 
ated previously become exaggerated and 
treatment is required. Attention to the 
diet is usually one of the first considera- 
tions. When a low protein diet is 
ordered by the doctor, the nurse should 
have a clear conception of what this 
means. Proteins suggest milk, meat, and 
eggs, and it is often forgotten that cere- 
als, vegetables, and the other foodstuffs 
of the diet furnish at least half of the 
daily protein intake. These plant pro- 
teins, moreover, are deficient in some of 
the essential amino acids, and cannot 
replace animal protein entirely. Below 
are contrasted the protein needs for the 
normal person, the pregnant mother, 


PROTEIN NEEDS IN THREE DIFFERENT DIETS 


Normal adult 
60-70 gms. protein daily 
Gms. protein 


Pregnant 
75-80 gms. protein daily 


mother Protein restricted to 
50 gms. daily 


Gms. protein Gms. protein 


Milk, 1 pint 15 Milk, 1 quart 30 Milk, 4/5 pint 
Eggs, one 7 Eggs, one 7 (400 cc) 12 
Meat, 1 serving......... 12 Meat, 1 serving 12 Eggs, two or 
Bread, 4 slices 12 Bread, 4 slices 12 Meat, 1 serving or 
Cereal, 1 serving 3 Cereal, 1 serving 3 Egg, one and 
Fresh vegetables, po Fresh vegetables, po Meat, % serving* 13 
tatoes & fruits 15 tatoes & fruits 15 Bread, 2 slices 6 
c Cereal, 1 serving 3 
lotal protein 64 gms. Total protein 79 gms. Fresh vegetables, po- 


*Half a serving of meat equals the amount 
found on the average lamb chop. 


tatoes & fruits........ 15 


Total protein .... 49 gms, 
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and the toxemia patient on a low protein 
diet, with the grams of protein furnished 
by the diet listed.* 

Milk alone will furnish all the essen- 
tial amino acids needed for growth and 
repair, but meat and eggs are excellent 
sources of vitamins and iron. To omit 
the latter from the diet entirely tends to 
make it inadequate for good nutrition. 
The low protein diet as given here is 
inadequate in calcium, and a calcium 
medication may be prescribed. It is to 
be noted, too, that nuts and the dried 
legumes such as peas and beans should 
not be included in this diet, as their pro- 
tein content is high and not of the best 
quality. 

To make the low protein diet salt 
poor, all salted foods such as bacon, 
ham, and salted butter should be elimi- 
nated. Foods should be cooked entirely 
without salt, or with a very small 
amount of salt as directed by the physi- 
cian. It must be noted that though the 
low protein diet is commonly accepted, 
more recently the value of the diet high 
in protein is being emphasized because 
of the large amount of nitrogen elimi- 
nated through the kidneys. 

Fluids are usually forced in toxemias 
of pregnancy, unless limited by the doc- 
tor because of the presence of edema. 
Often fruit-juice drinks such as lemon- 
ade or grape-juice will help the patient 
to attain the total fluid intake desired. 
She should also be shown how to tabu- 
late her fluid intake so that there is a 
more or less accurate record, and the 
question is not left to the imagination. 

Quiet, rest, and freedom from worry 
are important if the toxemia patient is 
to derive the full benefit of her treat- 
ment. This can best be procured for her 
in a hospital. It is often difficult to per- 
suade her to enter and remain in the 
hospital because she feels well, hospitali- 
zation having been ordered on the basis 
of the physical findings of the doctor. 
The combined efforts of her family and 
the codperation of community agencies 
may be necessary to effect this period of 
rest and treatment. The nurse in the 
hospital may often be of assistance here 
by arranging for the husband to have a 
talk with the doctor, if he does not un- 
derstand the need for her treatment. 
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Also the social service department should 
be kept informed of matters which are 
causing the patient anxiety. Frequently 
a home visit made by the public health 
nurse or the social worker will satisfy 
the patient that all is well with her fam- 
ily and make it possible for her to con- 
tinue her hospital care. 

The attitude of the nurse is especially 
important in the event of vomiting of 
pregnancy whether of toxic or neurotic 
origin. Here an intelligent, impersonal 
concern will fortify the patient, and the 
nurse’s observations of the patient’s re- 
action to her treatment and to her sur- 
roundings will be of inestimable assist- 
ance to the doctor in his further care of 
the patient. 

Accurate recording of intake and out- 
put is of prime importance in all toxe- 
mias. The cooperation of the patient is 
essential if this is to be accomplished and 
can only be done if she knows what is 
expected of her. A twenty-four hour 
schedule should be made for fluid intake 
including that taken with meals, keeping 
within the amount prescribed by the 
doctor, whether it is restricted (1500 to 
2500 cc) or forced (3000 to 4000 cc). 

Particularly in the care of the pre- 
eclamptic and eclamptic patient the rdle 
of the nurse is one of careful watching, 
accurate recording and reporting. Such 
conditions as epigastric pain, visual dis- 
turbances—especially blurring of vision 
or temporary blindness, severe headache, 
sudden rise in blood pressure, albumen 
in the urine, precordial distress and 
twitching of the muscles are signs of im- 
pending eclampsia. The nurse must re- 
port these immediately to the doctor, 
and, in the meantime, she must take 
steps to prevent the patient from injur- 
ing herself should a convulsion occur. 


FOLLOW-UP 


It will be seen that thus far consider- 
ation has been limited to antepartum 
care. The follow-up is of almost equal 
importance. Studies at the Johns Hop- 
kins Hospital have shown that the tox- 
emias frequently leave damaged kidneys 
in their wake. Dr. Peckham has shown 
that 22.1 per cent of the patients with 
eclampsia develop permanent kidney 
damage within one year.° Dr. Stander 
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states that 42.53 per cent of the patients The nursing profession has an unusual 
with damaged kidneys, who have be- privilege and opportunity to contribute 
come pregnant, die within ten years.®. to the prevention and treatment of the 
Dr. Peckham has produced figures which toxemias. Careful and accurate obser- 
indicate that one half of the low reserve vation, teaching of prospective mothers, 
kidney patients develop a nephritis and reporting to the doctor, are keynotes 
within 5 years.’ With these factors in in antepartum care.It is only in this way 
mind, the nurse will readily see the that nurses can help to reduce the ma- 
necessity of keeping her patient under ternal mortality and morbidity due to 


medical supervision for several years. this cause. 
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The Nurse in Accident Prevention 


By W. GRAHAM COLE 


Director of Safety, Metropolitan Life Insurance Company, New York, N. Y. 


Accidents now represent the sixth greatest cause of deaths in the United 
States; yet only in industry has the public health nurse participated in a 


well organized safety program. 


An authority in the field of safety discusses 


here the appalling extent of the problem and some of the nurse's functions 


in an accident prevention program 


HE NURSE of today is frequent- 

ly called upon to give profes- 

sional care not only to the sick 
but also to the unfortunate victims of 
those occurrences, commonly called 
‘accidents,’ which usually result in 
death or disablement. She is also giv- 
ing increasing attention to the elimina- 
tion of those conditions which lead to 
sickness, disease, and disability. Her 
profession thus embraces preventive as 
well as curative activities, and an inter- 
est in the development of that more 
bucyant life which requires healthy and 
unimpaired bodies. But how can she 
aid in the prevention of accidents? Let 
us examine the existing records and as- 
certain what is involved in our present 
day accident problem, and the extent 
to which this problem affects our mod- 
ern life. 

The total figures of 100,000 lives 
snuffed out annually in the United 
States through accidental causes—more 
than 9,000,000 individuals injured, with 
an economic loss of nearly $3{500.000,- 
000—are staggering, but rather difficult 
to visualize. Expressed in figures which 
we can more easily understand, our 
present accident toll in this country rep- 
resents eleven persons killed every hour, 
eighteen injured every minute and an 
economic loss of $109 every second. 
Certainly this is a record which de- 
mands the attention of every citizen— 
particularly those interested in public 
welfare. 

During the eighteen months of the 
World War 50,510 Americans were 
kilied in action or died of wounds re- 
ceived on the battlefield. During the 
last twelve months approximately twice 
as many individuals were killed or died 
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from accidental injuries in peaceful 
(America. The disastrous floods in New 
England and the Ohio River basin last 
spring resulted in nearly 200 deaths, but 
ordinary accidents result in 274 deaths 
every day throughout the year. 

Let us state the facts in another way. 
Annually more persons are killed by ac- 
cidents than are represented by the en- 
tire population of Allentown, Pennsyl- 
vania or Sacramento, California, and 
considerably more are injured than are 
represented by the entire population of 
the country’s largest city, New York. 

SIXTH HIGHEST CAUSE OF DEATH 


Those interested in public health 
are concerned with death rates and 
the reduction of these rates through 
scientific measures which have been de- 
veloped to control the ravages of dis- 
Accidents now represent the sixth 
greatest cause of deaths in the United 
States. The death rate from accidents 
is approximately equal to the combined 
death rate from typhoid fever, measles, 
scarlet fever, whooping cough, diph 
theria, diarrhea and enteritis, influenza 
and diabetes. 

\ discussion of the effects of acci- 
dents, however, should not be confined 
to an enumeration of accidental fatali- 
ties and a statement of death rates. In 
addition to the serious loss of human 
life, accidents result in the permanent 
disability of approximately 1000 per- 
sons every day, and the temporary dis- 
ability of an additional 1000 every hour. 
It is difficult to appreciate the amount 
of human suffering represented by these 
figures. It is also hard to visualize the 
effects of these disabilities, not only 
upon the lives of the victims but also 


ease. 
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upon the lives of their families and de- 
pendents. As a result of an unexpected 
street, industrial, or home accident, the 
bread-winner or mother of a family may 
suddenly be changed to the most de- 
pendent member of that family, or a 
youth with ambitions for the future 
may become a hopeless dependent crip- 
ple for life. Certainly the accident 
problem is one of outstanding social 
significance involving the public wel- 
fare. 

Methods of preventing accidents dif- 
fer a great deal from those which have 
been effective in the prevention of sick- 
ness. In the accident field no type of 
immunization or medical treatment will 
transform a habitually reckless driver 
into a safe driver. To be sure, certain 
physical, mental and __ psychological 
measures applied intelligently to specific 
individual cases will serve to correct 
underlying difficulties that contribute to 
accident proneness. On the other hand, 
a large per cent of individuals who be- 
come involved in accidents are normal 
citizens who because of lack of interest 
or knowledge take chances which may 
result disastrously. 


THREE FACTORS IN PREVENTION 


Briefly stated, the prevention of ac- 
cidents includes three major factors: en- 
gineering, enforcement, and education. 

Engineering has played an important 
part in the improvement of industrial 
conditions, in the building of better 
highways, in the development of safer 
automobiles and in the designing of 
safer equipment for the home. From an 
engineering standpoint it is known that 
many present day hazards can be elim- 
inated if sufficient funds are available. 

Increased attention is being given to 
the effective enforcement of safety rules 
and regulations, designed by man to 
prevent individuals from disobeying the 
fundamental laws of nature and to pro- 
mote habits of living consistent with 
conditions produced by scientific de- 
velopments and improvements. 

The prevention of accidents, however, 
requires more than engineering and en- 
forcement alone. It requires the de- 
velopment of individual interest in and 


knowledge of the accident problem and 
the steps necessary to overcome it. Pub- 
lic education designed to teach correct 
practices to the individual is essential. 
Much outstanding work is being done 
in this field. It is also necessary that 
the individual be impressed with the 
needs and possibilities of engineering 
and enforcement in order that he will 
appreciate and ultimately demand im- 
proved conditions, 

To ascertain how this accident prob- 
lem affects the various activities in 
which an individual may be engaged let 
us return again to the statistical record. 
Of the approximate total of 100,000 
accidental fatalities in the United States 
in one year, 16,500 resulted from occu- 
pational pursuits; 18,000 were in con- 
nection with recreational pursuits and 
in public places; 31,500 occurred in 
homes; and 37,000—including 3000 oc- 
cupational deaths—resulted from motor 
vehicle operations. It is interesting to 
note that whereas home fatalities are 
nearly equal in number to those result- 
ing from automobile accidents, non-fatal 
injuries received in the home are ap- 
proximately four times as great in num- 
ber as those received in traffic accidents. 

The nurse in industry is in an ex- 
cellent position to aid industrial man- 
agement in the control and prevention of 
occupational injuries, as her professional 
duties require her to visit individuals 
who have been injured, at a time when 
they are most sensitive to the probable 
cause of accidents in their particular 
employment. In her conversation with 
such individuals she can stimulate 
greater interest in the need of safe prac- 
tices, and as the result of information 
obtained she can assist management in 
undertaking proper corrective steps. 

Likewise the public health nurse 
working in a community agency is in a 
position to render material aid toward 
the prevention of street and home acci- 
dents. This phase of the problem is 
very largely one involving the local com- 
munity. In such cities as Milwaukee, 
Wisconsin and Evanston, Illinois, where 
outstandingly good records have been 
made, the results were accomplished be- 
cause the local citizens codperated whole- 
heartedly with community-wide activi- 
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ties designed to improve physical con- 
ditions, enforce regulations and teach 
better driving practices. The results in 
any community will be dependent very 
largely upon the number of individuals 
who participate in the safety program, 
and the active support they give to it. 

Although the safety problem is one of 
vital concern to the well-being of the 
local community, it is surprising to note 
that, except in rare instances, officials 
and individuals interested in local public 
health matters have taken very little 
active leadership in the safety field. On 
the other hand, the prevention of acci- 
dents has been left to police officials and 
groups representative of commercial, 
public utility, insurance, service and 
other organizations interested in general 
civic welfare. It is essential that public 
health officials as well as nurses appreci- 
ate the fact that it is as important to 
save a life from an accident as from 
sickness, and that methods have been 
developed which if effectively applied 
will produce results in the prevention of 
accidents comparable with those ob- 
tained in the prevention of disease. 
There are several important activities of 
a community safety program which the 
public health nurse is particularly quali- 
fied to undertake. These may briefly be 
stated as follows: 


ACTIVITIES OF NURSE 


Ascertaining conditions resulting in accidents 


Effective preventive measures must be 
based on an accurate knowledge of that 
which is to be prevented. Information 
regarding industrial and street acci- 
dents, although not complete, is gener- 
ally available in usable form. There is, 
however, a tremendous need for accurate 
data concerning the causes and necessary 
preventive steps in connection with 
home accidents. The public health nurse 
as a result of her close relationship with 
the homes in her community can con- 
tribute largely to the proper collection 
of data on this subject. Dr. Edward S. 
Godfrey, Jr., Commissioner of Health of 
New York State, in speaking before the 
American Public Health Association in 
New Orleans emphasizes this responsi- 
bility as follows: “No one is in a better 
position than the public health nurse to 
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note the physical hazards of the home, 
the personal habits that contribute to 
accidental death and disability.’’* 
Teaching through example and instruction 

The public health nurse, particularly 
in the operation of her automobile and 
in attending to her duties in homes, is 
in a position to illustrate by example the 
practices necessary to the prevention of 
accidents. She also has many opportun- 
ities to offer suggestions regarding the 
removal of hazards or the correction of 
unsafe habits. 

The modern approach to the safety 
problem has disregarded the old type of 
slogan: ‘‘Be careful—don’t get hurt,” 
and has replaced it with: “Learn to do 
what you are doing properly.” Experi- 
ence has shown that when an individual 
is so conversant with the proper methods 
of doing a piece of work or carrying out 
his daily activities that proper practices 
become more or less subconscious, he 
need have little fear of becoming in- 
volved in an accident. Again quoting 
Dr. Godfrey: “Parents are instructed 
how to feed, clothe and clean their 
children, in the importance of avoiding 
contagion, in the need for certain im- 
munizations, in a long list of things hav- 
ing to do with safety from disease. It 
is high time that health departments 
take an active part directly and indi- 
rectly in the prevention of death from 
external causes.”’* 

Developing group interest 


The public health nurse, through the 
professional groups with which she is 
affiliated and the civic and health groups 
with which she comes in contact, is in a 
position to encourage both individual 
and group participation in local public- 
and-home-safety activities. 

It seems reasonable to expect that in- 
creased attention to the safety problem 
on the part of the public health nurse 
and her professional affiliates will result 
in greater community attention to the 
subject and a further reduction in those 
unnecessary causes of human suffering, 
disability and death— accidents.’ 





*Godfrey, Edward S., Jr., M. D. “The Role 
of the Health Department in the Prevention 
of Accidents.” American Journal of Public 
Health, February 1937. 








The Crippled Child in New York State 


By MARIAN DAVIS 


Consultant Public Health Nurse, Division of Orthopedics, 
New York State Department of Health 


The fundamental philosophy underlying a broad and effective program for 
crippled children is interwoven throughout this description of the work in 


New York State. 


It is the second in a series of articles which began in the 


January issue with a discussion of public health nursing in programs for 
crippled children throughout the United States, by Naomi Deutsch, Director 
of Public Health Nursing in the Federal Children’s Bureau 


BACKWARD GLANCE through 

the pages of history will prove 

to us that the problem of the 
crippled child is an ancient one. Such 
children were cruelly treated, neglected 
in many instances, and socially ostra- 
cized. The advancement of medical sci- 
ence and educational thought has 
changed public sentiment toward this 
group, and has brought to thousands of 
handicapped children correctional and 
curative treatment which was rightfully 
theirs. The last fifteen years have seen 
marked progress in their care and edu- 
cation. Public health education based 
on a knowledge of needs and conditions 
has been responsible for the change in 
community thought toward this prob- 
lem. 

If one were to ask the status of the 
crippled child today, the chances are he 
would receive this answer: Every crip- 
pled child has the right to have the 
physical defect corrected in so far as 
possible, to receive an education com- 
mensurate with his ability, and to be 
placed in a vocation to which he is best 
suited. 

A crippled child is defined as one who 
by reason of a physical defect or de- 
formity, congenital or acquired by acci- 
dent, injury or disease, is or may be ex- 
pected to be partially or totally inca- 
pacitated for education or remunerative 
occupation. (The blind and deaf are 
excluded from the category of crippled 
children for the purposes of this discus- 
sion. ) 

Programs for crippled children have 
nearly always had their beginning 
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through the initiative and leadership of 
lay groups. The stimulation of public 
interest by these groups and their per- 
severance has resulted in many instances 
in the enactment of legislation for the 
crippled child. Such is the history of the 
New York State program. From 1916 
to 1924, service clubs in codperation 
with private organizations assumed the 
financial burden of clinical and hospital 
care for crippled children. Consultation 
clinics and nursing service were made 
available by the State. In 1925, legisla- 
tion was passed placing the joint respon- 
sibility for carrying out the provisions 
of the law in regard to care, treatment 
and vocational training of physically 
handicapped children upon the State 
Departments of Health and Education. 
The Judge of the Children’s Court of 
the county in which the child resides 
authorizes the necessary expenditure of 
public funds for this purpose. Upon the 
approval of the State Commissioners of 
Education and Health, each county may 
receive any amount up to one half of the 
amount expended. 


LOCATING CRIPPLED CHILDREN 


The official method of locating crip- 
pled children is through the annual 
school census. The boards of education 
of all cities and union free school dis- 
tricts and the trustees of all school dis- 
tricts are required to ascertain the num- 
ber of crippled children between the 
time of birth and eighteen years of age. 
The names of these children are regis- 
tered with the State Department of 
Education. The State Department of 
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Health keeps a register of children who 
are referred to orthopedic clinics by 
physicians, agencies and other interested 
individuals. By checking the two regis- 
ters annually a fairly accurate enumer- 
ation is obtained. 

Unless the persons who have charge 
of the local school census are correctly 
informed regarding the interpretation of 
the word “crippled,” however, a num- 
ber of orthopedic defects remain unre- 
ported. Experience proves that a gen- 
eral educational program is needed to 
urge prompt reporting by parents and 


physicians of conditions which tend 
toward crippling. 
MEDICAL AND CLINICAL CARE 
The State Department of Health 


through the Division of Orthopedics 
provides orthopedic consultation clinics 
which are held at regular intervals at 
convenient centers throughout the State. 
Four part-time and two full-time ortho- 
pedic surgeons are responsible to the 
Director of the Division for this service. 
These clinics offer consultation service 
to the family physician for diagnosis 
and recommendation for treatment of 
orthopedic cases. The services of spe- 
cially trained orthopedic nurses are 
available throughout the whole State, 
with the exception of New York City, for 
the instruction of these patients in their 
homes. Four counties employ their own 
orthopedic surgeons and nurses. 


EDUCATION AND REHABILITATION 


A Bureau for Physically Handicapped 
Children in the State Department of 
Education is interested in home teach- 
ing, transportation to school, and special 
classes for crippled and other handicap- 
ped children up to twenty-one years of 
age. Vocational training and placement 
according to the ability of the child is 
provided by another Bureau, that of 
Rehabilitation, whose work includes 
children of from fourteen years of age 
and over. 

A consultant nurse and twenty-two 
specially trained orthopedic field nurses 
carry on the orthopedic work in their 
respective districts. They work under 
the inimediate direction of the Director 
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of the Division of Orthopedics in inter- 
preting departmental policies and pro- 
motion of activities, but are responsible 
to the Director of the Division of Public 
Health Nursing for nursing procedures. 

The objectives of such a field nursing 
program are to: 


tind the 
rural 


and 
crippled child, particularly in 
\ssist In clinical 
hospital care 

Instruct 
garding 


1. Formulate ways means to 
areas 
and 


obtaining service 


some member of the family re 


exercises needed for after-care ol 


poliomyelitis and for general orthopedic 
cases 

} Assist in obtaining vocational training and 
educational service. 
Supervise the patient in home and clini 
until maximum recovery has been reached 
Seek ways to integrate the orthopedic ser 
vice with other public health nursing set 


vices 
CORRELATION WITH OTHER SERVICES 


All public health ‘nursing services 
must contribute definitely to the needs 
of their particular communities if they 
are to survive. If a service be a special- 
ized one such as orthopedic field nurs 
ing, it should be considered an integral 
part of the whole community nursing 
program. This is the only way in which 
it will meet adequately the needs of the 
individuals under supervision. 

The orthopedic field program of the 
New York State Department of Health 
does not emphasize the correction of 
physical defects alone, but also includes 
an emphasis on general health and edu- 
cation which will enable the handi- 
capped individual to make a good men- 
tal and social adjustment within a 
community. This branch of nursing 
originated in the State Health Depart- 
ment in 1916, at a time when infantile 
paralysis was prevalent. Hence a pro- 
gram was built up for individuals requir- 
ing technical instruction te prevent de- 
formities and secure the maximum 
return of muscle power to paralyzed 
limbs. At the present time, in addition 
to the above activities, importance is 
placed upon early case finding, improved 
methods of education and vocational 
training. 

Work with crippled children necessi- 
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tates a very close working relationship 
between public and private health agen- 
cies. This means that an orthopedic 
nurse must be on the alert for opportu- 
nities to correlate her work with that of 
others in the community. It is felt that 
progress has been made toward this ob- 
jective during the past few years. It is 
now realized that orthopedic work 
touches every phase of public health 
nursing and that every health program 
can contribute to the eradication of 
orthopedic defects. 

The field nurses have endeavored, 
through staff conferences with local 
nurses and organizations, to keep them 
informed of orthopedic activities in their 
districts. In talks to parent-teacher as- 
sociations, public health nurses have 
cooperated in pointing out the impor- 
tance of an annual physical examination 
of all preschool children, and explaining 
how to recognize orthopedic defects in 
infants such as Erb’s paralysis, congeni- 
tal hip and torticollis. Talks on posture 
have also aroused interest and brought 
to light severe postural defects and 
rachitic deformities. American Red 
Cross nurses have stressed accident pre- 
vention in their group classes with 
mothers and children. Simple mishaps 
in the home that may be avoided, thus 
preventing permanent disability, have 
been discussed. Nursery schools with 
observant nurses in charge have referred 
a number of children with congenital 
defects for medical attention. 

Tuberculosis of the bones and joints 
should receive treatment in a hospital, 
but various situations occasionally de- 
mand that these patients be cared for at 
home. The county and orthopedic nurse 
work together giving bedside care to 
these patients, and instructions to the 
mother regarding nutrition, the turning 
of the patient from the frame, and the 
importance of strict recumbency. Con- 
trary to general opinion, poliomyelitis is 
a disease which occurs each year. An 
average number of at least 200 cases per 
year has persisted in New York State 
since 1931. The majority of paralyzed 
patients must face a long period of 
treatment. The most effective work is 
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done during the acute stage, so it is im- 
portant that there be the closest codper- 
ation between the orthopedic nurse and 
the public health nurse concerned. Visit- 
ing nursing organizations have shown an 
increasing willingness to supervise these 
cases under the direction of an ortho- 
pedic surgeon and field nurse. 


COOPERATION OF SCHOOL NURSE 


Children who reach school age with- 
out the correction of orthopedic defects 
are under the supervision of the school 
physician and the school nurse. Effective 
teamwork between the school and ortho- 
pedic nurse brings excellent results with 
these children. As related earlier in this 
article, the school census discloses the 
number of crippled children. Who has 
a better opportunity than the school 
nurse to inform the person who takes 
the census regarding conditions which 
may be classified as orthopedic? 

Again in the nurse’s health teaching, 
instruction is given to teachers to be 
ilert for signs such as peculiar gaits, 
limps and slumps in sitting. The school 
nurse works with the orthopedic nurse 
in securing proper seating for patients 
wearing braces, and supervises rest peri- 
ods for post-poliomyelitis patients and 
those with tuberculosis of the bone. She 
notes whether crippled children are 
making the proper adjustment within 
the classroom, and is in a position to 
see that patients recently discharged 
from hospitals are referred to clinics to 
insure the proper follow-up. 


FIELD PROGRAM 


The development of the field program 
as a whole has been along lines intended 
to encourage the parents to assume their 
share of responsibility. Group classes 
have been organized in various parts of 
the State, where the parents bring their 
children for instruction. These centers 
help to conserve the time of the ortho- 
pedic nurse and give the physician an 
opportunity to observe the progress of 
his patients. They have also increased 
the interest of parents and of health 
agencies in the orthopedic program. 

Institutes were held during the month 
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of November 1936, in eighteen centers 
in the State for the purpose of acquaint- 
ing public health groups and others 
more thoroughly with the medical as- 
pects, and the nursing and reconstruc- 
tion problems which arise in field work 
with orthopedic cases. 

A constructive program for physically 
handicapped children cannot be carried 
out by one organization alone, but 
needs the codrdinated efforts of all com- 
munity agencies. The crippled child 
must be thought of as a community 


problem, not merely an_ individual 
orthopedic case. Until the attitude is 
taken that his problems are similar to 
those of other individuals in the home, 
whether they be physical, mental or 
social, we cannot hope to give the handi- 
capped child that opportunity to which 
he is entitled. 

Note: The next in this series of articles on 
programs for crippled children will appear in 
the March issue of Pusric HEALTH NURSING 
The orthopedic nursing service of the Bos- 
ton Community Health Association will be 
described. 


QUALITY AND QUANTITY IN INDUSTRIAL TOXICOLOGY 


Quality and quantity are both of im- 
portance in judging the severity of ex- 
posure to harmful materials in industry. 
The former of these two factors is often 
overemphasized in evaluating a poten- 
tially injurious condition. It is fre- 
quently stated that a certain material 
is poisonous and should not be used, 
whereas other material is safe and no 
precautions need be taken. Such a 
viewpoint loses sight of the equally im- 
portant factor of the quantity of the 
material to which the worker is exposed. 

Instances can be cited where ex- 
tremely hazardous substances have been 
employed with impunity by keeping the 
quantity of it well below injurious 
amount; whereas, on the other hand, 
materials which were relatively innocu- 
ous have caused poisoning because no 


thought was given to providing any 
protection whatsoever with the result 
that the worker was exposed to massive 
doses and suffered injury to his health. 

Situations of this type have been 
brought to our attention in a number 
of cases where certain of the lesser 
toxic solvents have been used with- 
out any provision for keeping the 
concentrations within safe limits. In 
every case where potentially hazardous 
materials are used or produced, even 
though they may be relatively non-toxic, 
atmospheric concentrations should be so 
controlled that the quantity which the 
worker absorbs should be kept within 
safe limits. 


Reprinted from “Connecticut Health Bul- 
letin,”’ Vol. 50, No. 3, March 1936. 


INDUSTRIAL NURSES WILL BE INTERESTED IN AN ANNOUNCEMENT ON PAGE 128 


In the March issue will appear INDUSTRIAL HEALTH—AN ESSENTIAL 
TO ACCIDENT PREVENTION by Joanna M. Johnson. 


MISS GARDNER’S REMINISCENCES 


THERE IS probably no public health nursing leader whose name is better known and more 
beloved by public health nurses than that of Mary S. Gardner, author of the bock “Public 


Health Nursing,” now in its third edition. 


IN HONOR of the N.O.P.H.N.’s 25th birthday Miss Gardner has written in her own delight- 


ful style the reminiscences of the founding of the National Organization for Public Health 


Nursing. 


HER STORY, which forms one link in the series of historical articles and reprints from 


old nursing magazines to be published during Jubilee year, will appear in the March issue 


of PUBLIC HEALTH NURSING. 





Looking Into the Past 


We are publishing here the second in a series of glimpses into the early days of 
public health nursing in the United States. The following article by Jane Eliza- 
beth Hitchcock is reprinted in part from The Visiting Nurse Quarterly for April, 
1912—the year the National Organization for Public Health Nursing was born! 
Miss Hitchcock was at this time Superintendent of Nurses of the Henry Street 
Settlement in New York City. 

The great need for adequate preparation of public health nurses for the social 
and preventive aspects of their work is forcefully brought out here, and also the 
dearth of opportunities for such preparation. The needs described in this article 
resulted in the establishment of other collegiate courses in public health nursing 
beside the one at Teachers College, and the setting of minimum qualifications for 
those appointed to positions in public health nursing by the N.O.P.H.N. 

Here again—as in Mrs. Isabel W. Lowman’s article published in the January 
issue—appears the early concept of visiting nursing as a service designed for the 
care of the sick poor. Except for the broadening of this ideagto the larger concept 
of public health nursing as a service for everyone regardless of ecanomic status, 
the picture of the visiting nurse’s work drawn by Miss Hitchcock is-as true today 
as the day it was written. 
ge * 

: 
STANDARDIZATION OF PUBLIC 
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fers who graduate from a training 
school for nurses find open to them 
three distinct lines in the profession— 
the hospital nurse, the private nurse 


watchful care of loving friends, brings 
also by its juxtaposition the constant 
“feel” of responsibilities that should be 
put aside for a season. At the same time 





and the public service nurse. They 
must have the same basis of instruction 
and experience, but require additional 
lines of preparation for each especial 
field. 

The ward nurse in the hospital con- 
centrates her attention upon the physi- 
cal need of those under her care. The 
patients who come to her have shut out 
all externals and have surrendered them- 
selves to the business of getting well. 
Puzzles of home or family life are elim- 
inated, or if some cares still linger, they 
are smoothed away as far as possible 
by the social service bureau of the in- 
stitution. Doubtless a large part of the 
finest professional work can be done 
under conditions such as these. The 
life-endangering operation can be under- 
taken with impunity; the protracted 
illness may be safely guided through dis- 
couraging days in this place where the 
best of medical skill is always at hand 
and appliances are ready for instant use. 

The private nurse in the home of the 
well-to-do finds more complications 
creeping into her problem. Home life, 
that permits the happiness of having the 


every possible comfort is supplied and 
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high class specialists are called in to 
advise. Money is not spared and intel- 
ligent thought has leisure to plan many 
aids to final recovery. 

For the visiting nurse all these com- 
plications are enhanced while at the 
same time avenues of relief are reduced. 
The patient is in surroundings least 
calculated to aid in her recovery.* Her 
home is probably so crowded that all 
the functions of normal life must go on 
before her eyes. The economy that 
must: be- practiced at every turn robs 
her not only of comforts but also of the 
very necessities for proper care. Her 
friends are not less solicitous than those 
in more fortunate circumstances, but 
their attentions can be given only after 
days of exhausting labor when there is 
neither energy nor time to adjust the 
problem that is daily becoming more ag- 
gravated. 


THE NURSE’S FUNCTIONS 


Into this confusion comes the visiting 
nurse. She must untie the Gordian 
knot and out of the chaos find peace for 
the patient and relief for the household. 
She must quickly get a clear under- 
standing of the situation from the point 
of view of a case of illness. She must 
know its seriousness and its prognosis. 
She must grasp the theories of her doc- 
tor although she has very few opportu- 
nities for consultation with him. She 
must understand his point of attack and 
subsequent treatment. She must realize 
the importance of hygiene and have 
faith that she is playing a large part if 
she is simply helping toward whole- 
some surroundings and mental repose 
for her patients. This would be a mere 
will-o’-the-wisp in many homes if the 
visiting nurse did not have at her com- 
mand resources other than those which 
are purely professional. Questions of 
isolation, the attitude of the department 
of health and the tenement house de- 
partment, the industrial rights of the 
working people, their cost of living, 
sources of relief for them, their rights 
as citizens, school requirements, recrea- 
tional privileges, philanthropic organ- 


*See editor’s introductory note. 
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izations, etc.—all of these matters 
should be as familiar to her and as 


simple of adjustment as the more inti- 
mate details of the sick room. 

One hundred visiting nurses are now 
demanded where only twenty years ago 
one was sufficient. Are we giving in- 
struction to our pupils that will fit them 
to fill these posts? Do they know what 
will be required of them? Are they in 
a position to grasp the importance of 
their responsibilities and to meet them 
with intelligence and efficiency? If the 
question were put to me, I should be 
obliged to give an emphatic “No.” Ap- 
parently few nurses conceive that their 
very excellent hospital experience is not 
an adequate preparation for the respon- 
sibilities and varied demands of the 
visiting nurse. 

Is it not short-sightedness on the part 
of the majority of our schools which 
are sending out pupils innocent of any 
preparation for this broad and rapidly 
increasing opportunity for public §ser- 
vice? Yes, this question is of a larger 
significance than the mere preparation 
of the individual nurse. It is a public 
demand which has come to our door 
and has taken us by surprise. We must 
pull ourselves together and meet it. 
Present-day methods of dealing with 
these matters make it obligatory. The 
medical profession is seeing its oppor- 
tunity and in its advanced clinics is 
treating the home as well as the patient. 
It is waking up’to see that the environ- 
ment of the patient has to be reckoned 
with as well as the specific disease. The 
causes of illness and the hindrances or 
helps to recovery are considered as 
seriously as the proper medication or 
surgical interference indicated. 

Shall we leave this important work 
to be done by others and focus our 
vision upon the disease alone, leaving 
out all consideration of that upon which 
the disease thrives? It is logical that 
the visiting nurse should widen her field 
to include the immediate environment 
of her patient. If the nurse does not 
do it herself some other especially 
trained person must and the nurse will 
be in the position of passing over to an- 
other what should be her precious pos- 
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session. After all, it is no new thing. 
It is merely the widening of boundaries 
that have always existed. 

If a nurse, after graduation, discovers 
this weakness in her training and has 
kept abreast with the nursing publica- 
tions, she will know of the excellent 
course in household economics at Co- 
lumbia University or the equally good 
instruction in the schools of philan- 
thropy. But it is not right to the nurse 
nor to the public that she should find 
out her weakness through a failure at 
some post. She should at least have 
sufficient ground work in social and 
civic matters when she leaves her school 
so that she may know what manner of 
life she is choosing when she innocently 
accepts a visiting nurse position. Both 
the public and she should be spared the 





INTO 


THE PAST 87 
humiliating embarrassment of failure, 
or, what may really work greater havoc, 
the colorless occupancy of an important 
post. 

Meanwhile the public service nurse is 
nearly overwhelmed by the magnitude 
of her problem and by the confusion of 
standards that now exist. We should 
come together at an early date and agree 
upon a minimum requirement of train- 
ing and experience for all nurses who 
shall enter upon this important field. 
| Italics ours.} A clearly defined stand- 
ard will help the public service organiza- 
tions in their selections and will also be 
of inestimable value to the heads of 


schools of nursing who must put this 
new branch of instruction convincingly 
before their training school committees. 


JANE E 


IZABETH HitcHucock, R.N. 


Courtesy Community Health Association, 
Boston, Massachusetts 


An early public health nurse gives care to a child 








Maternity and Mental Hygiene 


Some Considerations for the Public Health Nurse 


By RUTH GILBERT, R.N. 


Mental Hygiene Consultant, Visiting Nurse Association, Hartford, Connecticut 


Part III 
HE BETTER understanding of us again that it is the patient’s manner 
the pregnant mother which the of meeting her problems which is im- 


nurse may gain from mental hy- 
giene has been discussed in the two pre- 
ceding articles. In this article we are 
considering the help which mental hy- 


giene may bring to the work of the 
nurse during delivery and the _ post- 


partum period. 

Fear has been mentioned as common 
to all pregnant women. Delivery may be 
the moment on which her fears center 
that time of pain and of approach to 
death. While many organizations do not 
maintain a delivery service, their nurses 
will be adding to the mother’s peace of 
mind by helping her to complete plans 
for delivery and for the care of her 
household. It will contribute to her se- 
curity to know the symptoms of begin- 
ning labor and to have means at hand 
for securing immediate help. A nurse 
who has assisted at many deliveries says 
that serenity and confidence on the part 
of the nurse who comes to the home for 
the delivery will help the mother more 
than any other single factor. The confi- 
dence of the nurse, she feels, is founded 
to a considerable extent on careful de- 
livery plans. 

During the six weeks’ postpartum 
period the work of the nurse is simpli- 
fied if she has known the mother as an 
antepartum patient. She will know how 
the mother may be expected to react 
and can recognize what, for this mother, 
may be deviations from normal. She 
can gage more exactly the significance of 
such frequently seen behavior as the 
mother’s unwillingness to return to her 
physician for postpartum examination, 
confusion in taking up her household 
duties, or difficulty in caring for the 
baby. The fact that care during the post- 
partum period is so greatly simplified by 
previous knowledge of the patient shows 
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portant rather than the situations them 
selves. 

By way of illustration, there is the 
mother who recently added a fourth to 
her family of three babies and very 


small children. The kitchen of this 
home resembled a day nursery—a baby 
wherever one looked—but the mother 
had the strength and desire to cope 


with the situation which to her did not 
constitute a problem. Perhaps more 
commonly met is the mother whose days 
were a turmoil of work and effort after 
the arrival of a new baby and who told 
the nurse never to let anyone delude her 
into thinking that two babies are only 
twice as many as one. 

In the postpartum period as in the 
antepartum period, emotional maturity 
and the ability to meet one’s problems 
without undue strain are more impor- 
tant than freedom from problems. And 
here again the nurse’s ability to accept 
her patient, her consideration of the 
kind of relationship which she is work- 
ing out with this mother, underlie her 
nursing service. This is true even 
though the need to analyze her rela- 
tionship may seem less evident, since at 
this time the services of the nurse are 
essential in many homes and there is 
little doubt that she will be accepted. 


POSTPARTUM EXAMINATIONS 


Certain familiar situations and reac- 
tions of patients to these situations 
stand out in the mind of any nurse as 
she considers women she has known 
during their postpartum periods. One 
task which the nurse often finds left in 
her hands is the stimulation of the pa- 
tient to return for her postpartum ex- 
amination at the close of the six weeks’ 
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period. So often the examination seems 
unimportant to the patient. She is tired 
of taking care of herself and of going 
to doctors. She is free of her physical 
burden and is enjoying her release. She 
will not be endangering the baby by 
failing to report for examination. She 
‘feels all right’? and the possibility of 
difficulty seems remote. Or, she may be 
a mother who is really ignorant of the 
reason for an examination of this kind. 
Perhaps her physician has not followed 
the leadership of his profession in sug- 
gesting postpartum examination. On 
the other hand, her reason for resisting 
the examination during the antepartum 
period may be of similar value to her 
now. 

“Should have reported but did not,” 
is the discouraging phrase reaching the 
nurse on many a report from postpar- 
tum clinic. It may be less discouraging, 
however, if one realizes that the failure 
of the mother*to report does not imply 
a need for another visit to “urge” return 
for her examination—a visit which the 
nurse often feels in advance is doomed 
to failure —but calls for something more 
hopeful and interesting. In other 
words, it suggests the need to think 
through again the factors involved, with 
the possibility of a sounder basis for the 
visit and so more chance for success. 
Otherwise the visits become the futile 
matter of one person trying to convince 
another. 


FATIGUE A CAUSE OF CONFUSION 


The problem of the confused mother, 
anxious, and doing her work with diffi- 
culty often confronts the nurse who is 
visiting during the postpartum period. 
It is a help to have known this mother 
previously and so to have an idea 
whether she is chronically more or less 
confused or whether she is showing 
symptoms of fatigue and weakness. 
Sometimes her confusion is the danger 
signal which warns of a serious mental 
condition. Just as the nurse is often 
amazed to find the improvement in the 
mother’s attitude when she has adjusted 
to the physiological demands of early 
pregnancy, so in the postpartum period 
he may ‘find a serene, happy mother 
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when the patient actually has regained 
her physical strength and is not trying 
to meet household demands which at the 
time seem—and are—mountainous. 
When the mother may still be far 
from the peak of her physical efficiency, 
she must often undertake either an 
exacting new job in caring for her first 
baby or attempt to fit the care of the 
baby into an already full schedule. 
Most of us think we need a vacation 
before undertaking a new job. While 
some mothers welcome the postpartum 
period as a rare opportunity for rest, the 
period of taking up responsibilities often 
finds the mother not strong as she 
had thought herself. A nurse whose 
eye detects the signs of fatigue and who 
knows the relation of fatigue to con- 
fusion and depression can help the 
mother to understand the causes of this 
unaccustomed load of anxiety and _ir- 
ritability which she carries. The nurse 
will not be satisfied to merely suggest 
that the mother have more rest. The 
doctor might justifiably do that. The 
nurse, however, may need to help the 
family plan for assistance over a longer 
period. She can aid the mother in plan- 
ning a daily schedule which will incore 
porate the baby’s care as happily as pos- 
sible into the regimen of the household. 


as 


SYMPTOMS OF PSYCHOSES 


Sometimes, however, the confusion 
and depression have a deeper origin 
than physical disability or the difficulty 
of adapting to new demands. Or the 
exhaustion may be unusually severe. 
While the “postpartum psychosis” is no 
longer considered a disease entity with 
pregnancy and delivery as its underlying 
cause, psychoses occur frequently 
enough during the antepartum or post- 
partum periods so that the nurse needs 
to know symptoms in order to report 
these to the physician. When the pa- 
tient continues in a confused state, 
when she appears unduly depressed, 
when she seems to dislike the baby, the 
nurse will know that the mother needs 
close observation. It is helpful to re- 
member that depression is not always 
signaled by weeping and obvious unhap- 
piness but may appear as a slowing 
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down of the mother’s ability to think 
and to speak, a slowing down of all her 
movements. Again the task of the 
nurse is simplified if she has known the 
mother previously and has some basis 
for comparison. Meeting such a patient 
for the first time, the nurse may con- 
sider the mother unintelligent or unin- 
terested rather than recognizing symp- 
toms of psychosis. 

One such mother was deserted by her 
husband, to her intense grief, shortly 
before the termination of her pregnancy. 
On her return from the hospital follow- 
ing delivery, she went to a new home 
and so was visited by a different nurse. 
The mother appeared to be in a daze 
and it was found necessary to repeat 
again and again the simplest instruc- 
tions regarding the baby’s formula 
which the doctor had prescribed. On 
the day following the nurse’s visit she 
invariably would have forgotten what 
had been explained to her. Several 
times she endangered the baby by leav- 
ing him unprotected on a table while 
she answered the doorbell. She was 
equally inadequate in her care of the 
older children. The contrast between 
her present blank incompetence and her 
former capability as shown by the rec- 
ord indicated to the nurse a situation 
needing immediate medical supervision. 


REGRESSION OF MOTHER 


Sometimes to a mother whose daily 
life is a round of toil unattractive to her, 
or who is unable physically or emotion- 
ally to cope with her daily work, the 
attention received during the postpar- 
tum period is a satisfaction to be given 
up reluctantly. The patient has re- 
gressed still further into immaturity, 
though to her the feeling that she still 
needs care is real enough. 

One such instance in an Italian family 
comes to mind. The mother had worked 
very hard since girlhood and had borne 
many children in rapid succession. Now 
the oldest girl was able to care for the 
household in an emergency. With the 
help of the nurse she also cared for the 
mother and baby following a home de- 
livery. Two weeks went by and the 


mother still felt that she should be a 
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bed patient and that she was quite un- 
able to bathe herself or to take any re- 
sponsibility for the baby although preg- 
nancy and delivery had been uncompli- 
cated. The daughter was growing rest- 
less under her double burden of work 
and responsibility. She was threatening 
to get a job and leave home, yet feeling 
guilty about her plans. The nurse does 
not take credit for the mother’s return 
to adult living, for a number of factors 
must have entered into the situation; 
but it seems safe to say that she has- 
tened the After the mother 
had been made comfortable she brought 
the baby to the bedside for his bath, 
asking the mother to hand her the 
baby’s clothes as she needed them, and 
placing the baby in his mother’s arms 
for feeding after the bath. The next 
day the mother finished the baby’s bath 
herself as she sat up in bed with ma- 
terials at hand. Rather than urging the 
mother to get up, daughter and nurse 
asked her opinion about household mat- 
ters to show her that her decisions were 


process. 


needed. In a few days the mother had 
taken up many of her multitudinous 
tasks. When the nurse came in she 


pointed with pride to the baby already 
bathed and in his basket, and to a heap 
of greens washed and ready for cooking. 


ATTITUDES AFFECT INFANT CARE 


Remembering that the attitudes of 
the mother in her postpartum period 
relate to her previous attitudes, the 
nurse sometimes recognizes the mother’s 
difficulty in caring for her baby as based 
on the fact that the pregnancy was not 
desired. The baby ‘‘makes the mother 
nervous.” She perhaps has special dif- 
ficulty in feeding the baby. Endeavor- 
ing recently to trace the origin of temper 
tantrums in a baby now about a year 
old, we felt we recognized the source in 
the mother’s difficulty in breast-feeding 
the child during the postpartum period. 
The mother had told the nurse that she 
was unable to make the infant take the 
breast. But when the nurse observed a 
feeding period, her comment on the rec- 
ord was that the mother was impatient 
and rough with the baby and that he 
would have nursed adequately if the 
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mother had felt less tense. The nursing 
period for this baby—following a frank- 
ly unwanted pregnancy, as the mother 
had informed the nurse -became really 
a struggle between the infant and the 
mother. This nurse now thinks that if 
she had recognized the emotional diffi- 
culty which hindered the mother in her 
early care of the baby instead of consid- 
ering that the mother could easily have 
nursed the baby had she wanted to, 
some of the baby’s present aggressive- 
ness might have been avoided. We are 
realizing more clearly the importance of 
the baby’s early feeding experiences not 
only to his physical growth but to his 
emotional adjustment. If the baby’s 
early feeding experiences are difficult, 
most of his world is topsy-turvy. 

Tracing the rest of the pattern in this 
story as a matter of interest, the record 
shows that the baby soon was weaned to 
a formula and that it was difficult to 
find a formula which suited his needs. 
Consequently the baby learned to cry 
and fret. Perhaps his thumb-sucking 
also had its origin at this time. Later 
he developed a hernia because of which 
he has not been allowed to cry and has 
become “spoiled.” His early aggression 
is now showing in temper tantrums the 
development of which one can trace 
step by step with considerable accuracy. 
Incidentally, the developmental history 
embodied in a nursing record of a child 
carried from the time he is a newborn 
is an asset uniquely belonging to the 
public health nurse. Many times the 
“handwriting on the wall” is there be- 
fore her if she will pause to read it and 
to evaluate it. 


OVERSOLICITOUS MOTHER 


In contrast to this is the oversolici- 
tousness of the mother which in some 
instances may be her unconscious reac- 
tion to an unwanted pregnancy, now 
that the baby really is here. To com- 
pensate for her dismay at his coming 
and often for her attempts to abort, she 
may be overly affectionate and anxious 
ior his welfare. She accustoms the baby 
to continual attention and _ perhaps 
keeps him a baby long after he should 
be feeding himself, attempting to dress 


MENTAL HYGIENE 91 
himself, learning to play by himself and 
with other children. 

The oversolicitousness may be based 
not on a need to make up to the baby 
for former feelings of rejection but on 
a continued rejection of the child, un- 
conscious on the part of the mother. 
Against this deeply buried rejection the 
“advice” of the nurse glances off, hardly 
leaving a mark. The nurse may pa- 
tiently continue to visit the mother over 
a period of years, hoping that their re- 
lationship will strengthen to the point 
where the mother can accept her simple 
suggestions regarding food, 
habits, activities of the child. 

One such situation finally was recog- 
nized as perhaps based on _ rejection 
when the mother for the first time asked 
for information concerning a_ school 
which could help her with her unman- 
ageable and overindulged three-year-old 
boy. The mother and child were re- 
ferred to a child guidance clinic. On 
the mother’s first visit to clinic her re- 
jection of the child was expressed in a 
burst of emotion, the mother telling that 
she had never wanted the child, and 
had even hoped he would die during 
various illnesses, and expressing her re- 
lief at being able to talk to someone who 
would not blame her for her attitude. 
Her relatives had always told her she was 
to blame for the child’s behavior. Both 
parents expressed a wish to place the 
child. The clinic offered to help in this, 
thinking that a more definite recom- 
mendation than usual might lift some of 
the guilt of placement from the shoul- 
ders of the parents. Even so the par- 
ents are still in the throes of the de- 
cision. Meanwhile the nursing organ- 
ization has withdrawn, realizing that the 
parents at the present time cannot ac- 
cept help in child training. In fact, they 
may need to have the child be “bad” in 
order to feel more comfortable about 
their rejection of him. 

“She is one of those oversolicitous 
mothers,” is a discouraged statement 
that one hears often from the nurse. 
“She knows perfectly well what to do 
but she doesn’t do it.” “She ‘admits’ 
she should allow her child to feed him- 
self but she doesn’t do it.” These often 


sleeping 
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heard statements express the impotence 
of a teaching approach when the mother 
is telling us through her behavior that 
an emotional difficulty—big or little 
exists. Perhaps this mother’s need to 
make her child dependent upon her or to 
make up to him for former rebellion at 
his coming is an emotional state too 
deep for the nurse to reach. She may 
have to recognize that the mother will 
continue to overindulge the child. Some 
opportunity may exist during the post- 
partum period, however, to help the 
mother when her difficulties come to the 
surface in the care of the new baby, 
especially in the feeding and handling 
of him. 

John was a premature baby. He was 
born when the mother was over forty 
and had borne six other children, the 
next youngest then five years of age. 
Delivery was extremely difficult in spite 
of the prematurity, and the mother was 
toxic. Just previous to the delivery the 
father had temporarily disappeared in 
the course of apparently his only extra- 
marital venture. He had left no money 
with the mother, who for the only time 
in her life had to apply for aid. Noth- 
ing, it seemed, could have been more 
unpropitious than John’s manner and 
time of arrival. The mother’s care of 
John was under discussion almost from 
the start, for she neglected the baby in 
quite bizarre ways. For hours at a time 
she would forget that he existed. She 
always referred to the next youngest 
child as “the baby.” Once the nurse 
met the mother on the trolley serenely 
bound home from the movies having left 
the baby alone in the house for hours. 
The baby was pale and miserable in 
appearance. It seemed to the nurse 
that ke was thoroughly rejected. 

At first it was hard for the nurse not 
to blame the mother for her treatment 
of the baby. It was a temptation to 
urge her to be a better mother. How- 
ever, she realized that if she did not 
want to be rejected along with the baby 
and so lose her chance to be of help, she 
must try to understand the mother, to 
accept the mother’s feelings as existing 
and as deep-seated, to understand that 
it might be hard for her to take the 
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necessary care of this child. With such 
an approach it has been possible for the 
nurse to continue work in this family 
for the past two years. She has achieved 
an occasional physical examination for 
the child and has seen gradual improve- 
ment in his physical condition. We 
wonder, though, what problems there 
will be for him in the future. Here is 
an instance of recognition by the nurse 
of an emotional difficulty, modification 
and adjustment of her program with re- 
gard to the problem, and some progress 
made toward health for the baby though 
the nurse is working side by side with a 
situation which she cannot “cure.” 


IMMATURITY OF MOTHER 


Some mothers have difficulty in the 
care of the new baby not because of an 
emotional difficulty centered about the 
baby but because of general immaturity 
and unreadiness for parental responsi- 
bility. Sometimes the nurse can help the 
mother to “grow up” through the care 
of her baby instead of finding him a 
burden with which she always will want 
help. 

One such instance occurred in a fam- 
ily where the mother and father are 
both very young. Instead of turning to 
each other for comfort and advice in 
times of difficulty, each sought the help 
of his own parents. Both the man and 
the woman were like children who found 
themselves away from home on a visit. 
During the pregnancy the woman spent 
increasingly long periods at her parents’ 
home. She complained to the nurse 
about her husband’s preference for his 
parents and relatives. The baby was 
born in hospital—a geod baby. When 
the mother returned to her home she 
was at a loss regarding the actual han- 
dling of the baby and also bewildered as 
to how to fit his care ‘nto her daily life. 
She remarked with surprise that the 
baby was “always there.” She began to 
rely on the nurse for his daily bathing 
and for advice as she also was relying on 
her mother to complement her inade- 
quacies. The nurse felt this to be a 
crisis in the life of this young mother— 
when either she could become a real 
mother through pride in taking good 
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care of her child, or would continue to 
be a child herself. The mother was 
clumsy and frightened; the world of 
sterilized bottles and measured ounces 
was new to her. But she was praised for 
her successes and efforts. Gradually she 
became more skillful and able to take 
increasing responsibility for the baby. 
At the present time this eighteen-year- 
old girl seems to be making a home in 
the real sense for her baby and _ her 
young husband, even to the extent of 
realizing that sometimes she has two 
children on her hands instead of one. 


REACTIONS OF OTHER CHILDREN 


Not only mother, father and the new 
baby have adjustments to make during 
the postpartum period but other chil- 
dren in the family—especially the 
youngest child—must adjust to sharing 
of the most fundamental possessions 
mother and home. We speak of “pre- 
paring the child for the new baby.” But 
must not that preparation for future 
sharing begin at the child’s own birth 
so that his security as a very necessary 
member of the household is deep-rooted, 
as well as his feeling that at least part 
of the time it is fun to do things for 
himself? To wait until the new baby is 
almost here and then to attempt to wean 
the child from the bottle or to toilet- 
train him because the mother is aware 
that she will not be able to cope with 
the care of two babies, may mean that 
the preschool child will be frightened and 
angered at the sudden demands on him. 
The demands may be made doubly 
puzzling by the fact that his mother 
seems in some way different from usual. 
Perhaps his difficulty will show in tem- 
per tantrums or aggressive behavior to- 
ward his mother and later toward the 
new baby. He may strike his mother or 
attempt to hurt the baby. Perhaps he 
will find it easier to regress still further 
into baby ways and instead of playing 
the part of the older child on the arrival 
of the baby, he will be more of a baby 
than ever—wanting' to be fed, forgetting 
his toilet training, and demanding to be 
held. The baby is admired for this be- 
havior apparently; why not he? 

The following are brief excerpts from 
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records where something of this kind 
appears to be taking place: 

Since the birth of the new baby, John in 


sists on getting into his parents’ bed at night 
He must hold his 
sleep He stiffens out when his 
tempt to through anything. The par 
ents believe all this happened on his week’s 
visit to Boston during the mother’s delivery of 
the new baby. He cried all the time there and 
returned in Mother told thx 
nurse the trained but the 


father’s hand in going to 
parents at 


Carry 


poor condition 


child Was well 


nurse’s record shows he was a premature bab 
had an inadequate diet during his earl; 
months, then was overfed; that the mother 


had not been interested in training the child 
jealous of the baby Has a 
and toilet training 
birth ol the baby Now 
Hits out Is negativistic 
when the 
The vounger child is friendly 


Child is very 
history 


shortly 


of sudden weaning 
before the 
very aggressive 

Kicked and 


weigh him 


cried nurse wanted to 


Mary did well until the coming of the new 
baby Now she talks baby-talk and 
jealousy. She bites her fingernails and _ toe 
nails She shows what seems to be attention 
getting behavior 


shows 


The grandmother babies her 

Not get 
ting on well with others and is expected to 
play like a much older child (though only 
twenty months of age Mother not spending 
much time with this child now. 


Jealous of new baby. Aggressive 


Jane insists on being fed. She has regressed 
in this as well as in toilet 
birth of her younger sister. Mother scolds and 
spanks and grandparents sympathize with 
child. Child shows stubborn resistance to the 
things she is asked to do. 


training since the 


Robert has been ‘spoiled.’ He seems to get 
more attention than the baby. If the baby 
does not finish his bottle Robert will take it 
from him and drink the rest. 


Sometimes circumstances are over- 
powering even for a child who is self- 
reliant and secure in his home and to 
whom the idea of a new baby seems wel- 
come. One such little boy developed 
whooping cough shortly after his mother 
returned from the hospital with an in- 
fant son. The family decided to care 
for the older child at home. However, 
in their attempts to safeguard the new 
baby they isolated the preschool child 
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rather than the infant. He was subjected 
to constant demands by the frightened 
family that he “keep away.’’ Meanwhile 
the baby must have seemed to him the 
center of the family universe. He soon 
developed temper tantrums and long 
crying spells. He began to whine, to 
cling to his mother at every opportunity 
and to want her to hold him in her lap. 


THE NURSE’S PART 


What part can the nurse play in these 
family dramas which are so apparent to 
her but which the family so often seem 
not to recognize? Not only may they be 
unrecognized, but sometimes when a 
parent gains satisfaction from the fright- 
ened clinging of a small child he even 
teases the child about his loss of position 
in the family and tells him that his 
“nose is broken.” 

Sometimes the needs and difficulties 
of this preschool child can be talked out 
with the parents without a feeling of 
remorse and chagrin on their part which 
would intensify the problem. Since never 
again can he be the baby of the family, 
to smother him with remorseful affection 
will not help him to feel that there is 
satisfaction—at least at times—in grow- 
ing up. Sometimes, however, the nurse 
who has known the family for some time 
will realize that she is seeing one result 
of a long-existant situation. She will of 
necessity have to work along with this 
new symptom as she has worked with 
other difficulties in this family, knowing 
that she cannot ‘“‘cure” the tangled fam- 
ily relationships but can accomplish at 
least some of her function. In certain 
instances a mental hygiene clinic or 
child guidance clinic will be available, 
which if the family want help on their 
problem may be of assistance. 

Instances of this kind also help the 
nurse to think through her rules of child- 
training, some of which she seeks to es- 
tablish during the postpartum period. 
We need to reexamine the routines 
which we help the mothers to establish 
in order to determine that early toilet 
training, feeding on strict schedule, the 
hour-by-hour plan for the baby’s activi- 
ties, are not carried out with over- 
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anxious determination by the mother 
and nurse so that the baby either resists 
training or learns to continue early em- 
phasis on bodily functions. If we think 
more carefully what weaning, toilet 
training, learning to do things for him- 
self, may mean to a baby, later we may 
avoid some of the problems which we 
see in preschool children. At present we 
find ourselves in something of a transi- 
tional stage as far as infant and child 
training are concerned. Recent methods 
of strict regularity of schedule are being 
questioned. Results of experiments along 
these lines are not established, but at 
least we can learn from the fact that 
they are being conducted a flexibility 
and an individualization in the care of 
each baby. This may be in contrast 
with the determined emphasis on early 
toilet training and general regimenta- 
tion in the world of infants which has 
many times characterized our work. 

We have been discussing the post- 
partum period, first with relation to the 
mother. We considered certain familiar 
situations arising in this period to which, 
however, the mother will react after her 
own individual fashion so that it is the 
mother’s behavior which is important to 
us rather than the situation in itself. We 
discussed the difficulty the mother may 
have in taking up her household duties; 
and, in particular, factors which may 
underlie the kind of care she gives the 
new baby. Relating other members of 
the family to the postpartum period, we 
thought through some of the reactions 
of the younger children io the new baby, 
and the thinking regarding child-train- 
ing methods which their behavior under 
these circumstances stimulates. 

Throughout we have been discussing 
the maternity period as one incident 
though an important one—in the life of 
a mother and of a family, showing some 
of the emotional factors involved and 
how they may affect the work of the 
nurse. Recognition of these and of the 
importance of understanding her own 
relationship to each situation offers an 
opportunity to increase the accuracy 
and vitality of the nurse’s work. 

(Concluded) 
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Part Il 


Syphilis 


HE HISTORY of syphilis is one 

of the most dramatic in all the 

annals of medicine, and its con- 
trol is today receiving the serious con- 
sideration of health authorities the 
world over. 

Dr. Thomas Parran, Surgeon General of 
the United States Public Health Service, 
recently reported to the press that there 
are at present in this country 12,000,000 
persons suffering from the effects of 
syphilis (the equivalent of 10 per cent 
of the population); and that if all con- 
ditions due to this disease were reported 
as such, it would be found to be a lead- 
ing cause of death. It has been stated 
on many occasions that there is no other 
single disease which causes a greater 
degree of human unhappiness, total dis- 
ability, and loss of earning capacity. On 
the other hand, there is also no single 
disease for which there are more accu- 
rate means for confirming clinical diag- 
nosis, for rendering the patient non-in- 
fectious by the administration of specific 
drugs, and under favorable conditions, 
for effecting remarkable cures. 

With this impressive armamentarium, 
syphilis might easily be vanquished, if 
those who are responsible for its control 
had at their command and could apply 
the accumulated knowledge which sci- 
ence has made available. The tragedy 
of it all is that so many are working in 
the gloom of outdated facts and with 
the handicap of outworn techniques. 
Public health nurses must prepare them- 
selves to work with modern weapons, 
remembering that it is not possible for, 
any one agency to carry the burden of 
the entire program. The problems in- 
volved in the control of syphilis demand 
a many-sided attack. The physician, the 
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Some Medical and Historical Considerations 


health officer, the epidemiologist, the 
social worker, the social hygienist, and 
the public health nurse each brings pe- 
culiar skills which have immediate 
value. 

HISTORY OF SYPHILIS 


Syphilis has been known to the civil- 
ized world for centuries—just how long 
is a matter of conjecture and argument. 
One view is that this disease was intro-, / 
duced into Europe in 1495 by the re- 
turning sailors of Columbus. The other 
is that syphilis is a disease of antiquity 
which has existed among the civilized 
peoples since the very dawn of history. 
Early Egyptian and Assyrian inscrip- 
tions, as well as the bony changes found 
in mummies are cited as proof of the 
soundness of this theory. 

Be that as it may, the syphilis of 
1495 burst upon the civilized world 
with a dramatic explosion which left 
intense suffering and innumerable deaths 
in its wake. Its origin seemed shrouded 
in mystery, and strange myths abounded 
regarding the how and the why of its 
savage attack. 

Down through the ages, the best 
minds have given this disease their at- 
tention. Yet until very recent times the 
accumulation of scientific knowledge re- 
garding the cause of syphilis, its modes 
of transmission, and the methods for 
its control and cure, has been slow, 
spasmodic and generally unsatisfactory. 

The major discoveries which brought 
the control of syphilis within the com- 
pass of practicability were made in the 
first ten or twelve years of the twentieth 
century. It was not until 1903 that ex- 
perimental studies of syphilis were facil- 
itated by the brilliant work of Metchni- 
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koff and Roux, who successfully inocu- 
lated this disease into lower animals. 
This epoch-making event was followed 
in 1905 by the discovery of the causa- 
tive organism of syphilis by Schaudinn 
and Hoffmann. A year later, Wasser- 
mann and his associates perfected the 
complement fixation test which bears 
the former’s name. In 1910, Ehrlich 
succeeded by his labors in chemother- 
apy, in producing a specific for syphilis 

“606,” or salvarsan. And in 1913 
Noguchi demonstrated the constant 
presence of the Spirochaeta pallida in 
the brains of paretics, thereby proving 
that paresis is one of the end results of 
a syphilitic infection. 

The important discoveries of these 
and other twentieth century scientists 
have given impetus and stimulation to 
the present developments of control 
measures throughout the United States 
and Europe. 


SUCCESS OF EARLY TREATMENT 


Today great emphasis is being placed 
upon the early manifestations of 
syphilis, for it has been discovered that 
prompt diagnosis and treatment offer 
the greatest chance for cure. Recent 
studies made by the Coéperative Clinic 
Group (which includes the universities 
of Pennsylvania, Western Reserve, 
Tohns Hopkins and Michigan) show 
that 86.4 per cent of all patients who 
come under adequate and continuous 
medical treatment in the sero-negative 
primary stage of syphilis are clinically 
and serologically cured. The proportion 
of clinical and serological cures falls to 
64.3 per cent in the sero-positive pri- 
mary stage, but rises again to 81.5 per 
cent in the secondary stage of the dis- 
ease. Even for those who may not be 
serologically cured, there remains the 
excellent hope for maintained clinical 
cure under proper observation, and in 
any case the spread of infection is con- 
trolled. It is evident from these facts 
that the public should be as thoroughly 
acquainted with the earliest manifesta- 
tions of this disease as they are with 
those of cancer or tuberculosis, and 
impressed in a like manner with the 
hopefulness of early treatment. 
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Syphilis is caused by the Treponema 
pallidum, or as it is perhaps more prop- 
erly designated, the Spirochaeta pallida, 
an anaerobic corkscrew-shaped organism 
which has an extremely low viability 
outside the human body. It is killed by 
a temperature of 123° F., by weak soap 
solutions or weak antiseptics, and even 
by tap water. It is also killed quickly 
by drying or exposure to sunlight. This 
fortunate fragility has been a protection 
to mankind against such a complete 
universality of exposure as occurs in 
tuberculosis. The pale spirochete is on 
the other hand, powerful and resistant 
within the human body. The fitness of 
the organism for this habitat has been 
rated by scientists as “the most exqui- 
site example of symbiosis in the patho- 
genic field.” 

MODE OF TRANSMISSION 


The reservoir of infection in syphilis, 
in contradistinction to that of many 
other diseases, is man alone; and the 
Spirochaeta pallida is spread by inti- 
mate contacts of person with person, 
such as kissing and sexual relations. 
Only comparatively rarely is the disease 
transmitted by way of household uten- 
sils and other articles of personal use. 

The fact that syphilis is so intimately 
associated with sex creates a formidable 
barrier to progress in its control. The 
patient is fearful of detection, and fre- 
quently uses every means to escape it; 
the physician is reticent and loathe to 
make a diagnosis; and the general pub- 
lic is cruelly censorious. Not until a 
scientific conception of syphilis as a dis- 
ease rather than as a moral stigma has 
become a part of the thinking of all pro- 
fessional and lay groups, can material 
success be hoped for. 

Dr. John Stokes says emphatically: 
“Tt is not a divine moral purpose, or a 
satanic punitive ingenuity that connects 
syphilis with genital activities, but a 
mere biological accident, no more sig- 
nificant in the last analysis than the 
yfact that potatoes grow in sandy loam.”” 

Dr. N. A. Nelson points to the num- 
ber of so-called innocent infections as 
follows: “Every year, more than a mil- 
lion new infections with syphilis occur 
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in this country. Nearly a quarter of the 
million are married women who have 
been infected by husbands who either 
did not know that they had syphilis, or 
who thought they were cured. Nearly a 
hundred thousand of the million are 
babies born with syphilis; and nearly 
fifty thousand of the million are infected 
during extragenital contacts, such as 
kissing.’”* 

Scientists have not yet learned all 
there is to know about the Spirochaeta 
pallida. In fact, it is now thought by 
some that this spiral-shaped organism 
represents only one stage in the life 
cycle of the germ. Others say that 
Koch’s postulates have not been satis- 
factorily fulfilled. There are very weak 
places in the experimental work with 
cultures. Possibly this spirochete which 
we identify with syphilis is only a sym- 
biont or ‘a saprophytic camp follower 
of a missing something else!’ Such 
Statements are straws in the wind which 
should keep us alert to possible new and 
exciting developments in this field of 
research, 

COURSE OF THE DISEASE 

The course of syphilis, as we under- 
stand it today, is in itself interesting and 
dramatic. ‘Lhe incubation period is 
quite variable, but averages about three 
weeks, during which time the spirochetes 
are advancing from the initial point of 
entry to lymph, blood, and bone mar- 
row, and thence to all parts of the body. 
At this stage the patient feels no dis- 
comfort and the activities of the germs 
are hidden. Finally, a sore (chancre) 
appears, which is invariably at the site 
of the organism’s entry into the body. 
lhis initial lesion frequently looks harm- 
less enough. In fact, it may be no more 
impressive in appearance than a slight 
scratch or a minute papule. On examina- 
tion, however, it may be found to teem 
with spirochetes. One drop of serum 
irom the chancre, placed under the lens 
of the darkfield microscope, may show 
myriads of dancing particles gleaming 
silver white and coiled in perfect sym- 
metry, 

For the sake of convenience the 
course of a syphilitic infection is divided 
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into three stages, but an oversharp defi- 
nition of primary, secondary and terti- 
ary syphilis gives an entirely false pic- 
ture. Actually, the symptoms of one 
stage may overlap those of another. 
With this warning, it may be said that 
approximately six or eight weeks after 
the appearance of ihe chancre, the early 
secondary stage is usually—but not al- 
ways—heralded by a generalized rash. 
This may be macular, papular, pustular, 
or mixed. It may also resemble any one 
of a number of common skin diseases, 
such as acne, impetigo contagiosa, 
pityriasis rosea, and psoriasis. Such 
masquerading results in mistakes in 
diagnosis which are tragic for the pa- 
tient and his contacts. 
COMMUNICABILITY 

Patients in the so-called primary and 
secondary stages of syphilis are public 
health menaces until brought under ac- 
tive treatment with arsphenamine. This 
drug quickly renders the disease non- 
infectious by healing all open lesions. It 
is important to remember, however, that 
the effect of treatment in preventing 
communicability is only temporary, un- 
less it is continuous for at least 12 to 18 
months. The infectious lesions ef.early 
syphilis are: the chancre, wherever it 
may be—on the lip, the tonsil, the 
finger, or the genitalia; the flat condy- 
lomata found at the anal cleft, in the 
flexures of the thighs and other moist 
parts of the body; the mucous patch 
seen in the mouth or about the geni- 
talia; and any rash on the body which 
is moist, crusted, or oozing. A dry, intact 
rash is non-infectious. In almost every 
instance it is necessary.to have direct 
contact with these infettious lesions if 
the disease is to be transmitted. 

In untreated or inadequately treated 
cases of syphilis, infectious lesions may 
appear at intervals over a period of 
three to five ag&ars. After this time there 
is usually a period of clinical latency, 
when the patient has no recognized 
symptoms. Nevertheless, the organisms 
continue their destructive work. In the 
tertiary stage of syphilis this destruc- 
tiveness may be seen in the extensive 
damage to body tissues caused by gum- 













































98 PUBLIC 
mata; in bone lesions; in serious cardio- 
vascular diseases; and in involvements 
of the brain and spinal cord which result 
respectively in paresis or meningitis, and 
in tabes dorsalis. Scientists have not 
yet discovered why one patient develops 
destructive late lesions and another does 
not, nor why they appear when they do. 
The solution of these problems, says Dr. 
Earle Moore, is “one of the most fascin- 
ating will o’ the wisps in syphilology.” 

It is well to remember that the late 
lesions found in tertiary syphilis are to 
all practical purposes non-infectious. 
Patients in this stage of the disease may 
mingle freely in society whether they 
are under treatment or not. Those who 
must always be considered potentially 
infectious, even in the tertiary stage of 
syphilis, are women of child-bearing age. 
They are perfectly safe in social con- 
tacts, but are a danger to their unborn 
children. 

It is encouraging to know that with 


1. What concurrent disinfection 
would you teach in a home where there 
is a case of early secondary syphilis? 


2. What would you say to a patient 
with early syphilis to try to convince 
him of the importance of treatment? 
With late syphilis? What would you say 
to either about contacts, including other 
members of his family? List important 
points to consider and use for group dis- 
cussion. 


3. A patient with late secondary 


syphilis who was receiving regular 
arsphenamine treatments at a clinic 


and whose lesions were healed was dis- 
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adequate treatment, the late and tragic 
manifestations of syphilis may be en- 
tirely avoided and also that babies born 
of syphilitic mothers may be free from 
infection. 

The results of syphilis in any stage, 
when no steps are taken to control it, are 
serious indeed. Miscarriages, stillbirths, 
malformed infants, blindness, deafness, 
apoplexy, aneurisms, juvenile paresis, 
and insanity are only a few of the 
charges which may be laid at its door. 
But there is nothing more tragic than 
the breaking down of a fine intellect. or 
the collapse of an individual in a respon- 
sible position. In the former, the loss to 
society is inestimable; in the latter may 
rest the beginnings of a community 
catastrophe. 

One writer sums up the situation as 
follows: ‘Civilization has paid dearly 
when, in the brains of our great ones, 
syphilis has provoked wars or prevented 
sonatas.” 


(To be continued) 


SUGGESTIONS FOR STAFF DISCUSSION 


charged from his job in a shoe factory 
when his employer accidentally learned 
of his diagnosis. Was this a necessary 
health measure? Give reasons for your 
answer. 

4. A patient who came into a clinic 
on June 20, 1936, with a primary lesion 
of the lip which had developed within 
a day or two, named three friends as 
possible sources of his infection. The 
first he had not seen since December, 
1935; the second since May 28, 1936; 
and the third he hac taken out on a 
party on June 18. Which contacts 
would you be interested in getting to a 
source of medical ‘attention and why? 
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How Would You Answer hese? 


The answers to the list of questions on maternal welfare published in the 


January issue are given below. We know you will be interested in comparing your 
own answers with these, which are supplied by the Maternity Center Association, 
1 East 57th Street, New York, N. Y. 


Additional questions which have been asked by nurses carrying on a maternity 


service will be published next month. We hope that nursing agencies are finding 
this column useful as an aid and stimulus to their staff education programs. Readers 
are invited to send in their questions on any phase of maternity nursing, 


HERE ARE THE ANSWERS TO LAST MONTH’S QUESTIONS 
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The blood is supplied to the uterus by the uterine and ovarian arteries. 
The cervix is composed of elastic tissue with very few muscle fibers. Yes. 
The uterus is about 3 inches long, 2 inches wide and 1 inch thick. 
Define 1st stage of labor. The first stage of labor is the stage of dilatation. 
During this stage the cervical canal is obliterated and the os is fully dilated. 
Define 2nd stage of labor. The second stage of labor is the stage of expulsion. 
It begins when the os is fully dilated and ends with the expulsion of the baby. 
Give signs. Signs of second stage of labor are: 
Change in the character of the contraction. More powerful, expulsive, last 
longer, more frequent. 
Perineum flattens out and softens—a trickle of bright red show may appear. 
Patient complains of rectal pressure. 
Rectum dilates. 
Labia separate and the presenting part appears. 
Patient complains of severe pain, her pulse rate is increased, the veins in 
her neck are distended, her face is flushed and she may perspire profusely. 
Nausea and vomiting may occur. 
a. How long should it last in a primipara? From one half hour to two 
hours. 
b. How long should it last in a multipara? From fifteen minutes to one and 
one-half hours. 
Define third stage of labor. ‘The third stage of labor is the placental stage. It 
begins after the birth of the child and lasts until the placenta and membranes 
are expelled. 
If you went to patient’s home to make an antepartum visit and found her in 
the second stage of labor, what would you do? 
a. Ask family to call physician. 
b. Put patient to bed, and watch the first contraction. Judge time by signs 
and history. 
c. Prepare to deliver baby if necessary—-wash hands, prepare clean local field, 
boil instruments, prepare solution. 
d. Try to prevent the expulsion of the baby at the height of a labor contrac- 
tion by instructing mother to “pant” during contractions and not to bear 
down. 
e. Remember after the baby is born to watch both patients. Be calm and 
keep helper busy getting supplies for baby, hot water bottle, etc. Guard 
fundus continuously. 
The foetal heart rate is about 120-130 beats per minute. 
One inch equals 2.5 centimeters. 
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20. 
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24. 


25. 


26. 
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What is the usual amount of amniotic fluid? About one quart (1000 cubic 
centimeters). 

How much weight does the average patient gain during pregnancy? About 25 
pounds. 

When should the gain take place? The last twenty weeks of pregnancy. 
What is the normal output of urine in 24 hours? About three pints (1500 
cubic centimeters). 

Distinguish between a labor pain and a labor contraction. A labor pain is the 
discomfort felt by the mother during strong uterine contractions. Contractions 
are due to the shortening of the uterine muscle fibers which use up the lower 
uterine segment and dilate the cervix. Contractions may be felt as a ‘“harden- 
ing’ of the uterus through the abdominal wall. 

Define “lightening.” Lightening is the term used to express the “settling” of 
the uterus deeper into the pelvis. This occurs usually two to three weeks 
before labor begins and is due to the sinking of the presenting parts into the 
true pelvis. 

Define “quickening.” Quickening is a fluttering sensation felt by the expect- 
ant mother about the 16th to 20th week of pregnancy and is caused by early 
foetal movements. 

The foetal heart can be heard during a uterine contraction? No. 

Ij a contraction lasts more than 60 seconds the nurse should notify the doctor. 
Positive signs of pregnancy are: 

a. Ability to hear and count the foetal heart rate as differentiated from the 
maternal rate. 

b. Palpation of definite foetal parts. 

c. Detection of foetal movements. 

d. Demonstration of foetal skeleton by x-ray. 

e. Ascheim-Zondek test (99 per cent certain). 

f. Ballottement (when other possibilities have been ruled out). 

W hat is “moulding”? Moulding is the shaping of the baby’s head in accommo- 
dating itself to the size and shape of the birth canal. 

Give three functions of the placenta: 

a. Supplies food 

b. Supplies oxygen 

c. Removes waste 

Hands should be scrubbed for 10 minutes. 

Water should be boiled for 10 minutes to be sterile. 

If the nurse is asked to give an anesthetic to an obstetric patient she should: 

a. Inform the physician about her knowledge of anaesthesia. 

b. Check the patient’s pulse and respiration before starting and during the 
anaesthetic. 

c. Follow the physician’s directions carefully. 

d. Explain to patient what is to happen before starting. 

What would you do for a newborn baby to assist with the establishment of 
respiration? Drainage position. Wipe out mouth with gauze. Use suction 
catheter if needed. Handle gently. Keep warm. Tub if necessary. Artificial 
respiration given gently. 

How is maternal mortality computed? 

Total number of maternal deaths 





—— ———= - 1000 Maternal death rate 

Total number of live births 

What is puerperal sepsis? Puerperal sepsis is wound infection resulting from 
the introduction of pyogenic bacteria into the generative tract before or during 
labor or the puerperium. 
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27. Indicate four methods by which neonatal mortality may be reduced. 
a. Better antepartum care. 
b. Avoidance of birth injuries. 
c. More skilled medical and nursing care during first twenty-four hours of 
baby’s life. 
d. Instruction of parents in importance of isolating baby anc baby’s things to 
safeguard against respiratory infections. 
28. Give five causes of abortion. 
a. Diseased endometrium or decidua. 
b. Systemic diseases, toxemia, acute infectious diseases. 
c. Anomalies of the foetus. 
d. Vitamin and dietary deficiencies. 
e. Excessive intercourse in early pregnancy. 
29. How may nurses help to reduce puerperal infections? 
a. By understanding the causes of infection and methods of transmitting the 
diseases. 
b. By teaching the prevention of infection to both mother and father. 
c. By attendance at deliveries in the homes. 
d. By maintaining high standards of safe nursing care. 
e. By getting patients under adequate medical supervision. 





A MOTHER’S PRAYER 


Long days of waiting 
Nights filled with prayer; 
End of my vigil 
Something so fair 
I can bear suffering— 
But, God, let me stay 
That I may walk with him 
Part of the way! 


RutH HocartH Burritt. 
Courtesy Maternity Center Association 











Tuberculosis Nursing in Rural Virginia 


We believe our readers will find much practical help in these two papers given 
by county nurses at one of the institutes conducted by the Bureau of Public Health 
Nursing of the Virginia State Department of Health. These one-day district con- 
ferences are part of an intensive staff education program carried on by the Bureau, 


for the local nurses throughout the State. 


Much that has been written on tubercu- 


losis nursing is designed primarily for nurses working in urban situations. These 
articles are written with the situation and problems of a Southern rural state in 
mind. However, much that is included applies to all tuberculosis nursing on a 


family health basis. 


THE PUBLIC HEALTH NURSE IN TUBERCULOSIS CONTROL 


By BYRD McGAVOCK, R.N. 


County Nurse, Lee County, Jonesville, Virginia 


rR. CHARLES V. CHAPIN is quoted as 
having said that the use of the 
public health nurse in the application of 
communicable disease control measures 
has constituted one of the outstanding 
recent advances in this field.* This state- 
ment was probably meant to apply to 
the more acute diseases. However, I like 
to think it applies also to tuberculosis. 
Therefore it behooves us to learn all we 
can, about the proper methods of con- 
trolling this disease. 

The public health nurse in a general- 
ized nursing and health program has a 
unique opportunity to participate in the 
campaign to eradicate tuberculosis. It is 
essential that she should view the entire 
problem as a whole, and it is vitally im- 
portant that she have adequate prepara- 
tion for her job. We need both a phil- 
osophy and a technique for tuberculosis 
nursing, and I shall try to combine both 
into a working plan adaptable to the 
needs in a situation such as that found 
in rural Virginia. 


FIRST TEACH OURSELVES 


I shall divide my pupils into three 
classes. The first to be taught are our- 
selves. We must take advantage of every 
opportunity to acquire new and better 
technical knowledge of tuberculosis and 
its processes of spread and development. 
Nothing can take the place of this fun- 
damental knowledge, yet it is a sterile 
and useless acquisition unless we can 
impart it to those most in need of it. 
Consequently, we must learn to make 
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friends immediately with total strangers 
under the most trying circumstances, 
since our territory is so large we cannot 
afford to waste the first visit. It may be 
the last one for a long time. Unless the 
members of the family develop a 
friendly attitude toward the instructor, 
they will be delighted to believe her in 
the wrong, though they may be too 
polite to show it in her presence. 

Now what is the formula for making 
friends? First, develop a sincere friendly 
interest in all people, and don’t feel 
superior! As a matter of fact, you may 
know that your education is far better 
than that of those being interviewed. 
Your opportunities for culture may have 
been broader, your voice may be softer 
and gentler; your English may be per- 
fect. But none of these qualities in any 
of us makes us one whit superior to the 
person we are called upon to serve. And 
we do not have to subscribe to any par- 
ticular form of religion to believe this, 
but we do have to believe it to get very 
far in making friends. 

A teacher was once telling of her 
great pleasure in meeting an eminent 
mathematician. She said, “Ti is all right 
to be superior if you are nice about it.” 
The point is that the great man con- 
sidered his fame and superior knowledge 
of so little importance in human rela- 
tionships that they did not enter his 
mind. His interest was occupied with 
the people he met. So it should be with 
us. 

Let us not make the mistake of think- 
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ing that the poor and the uneducated 
are necessarily stupid. This is especially 
important in the mountains. There, 
most of the remote people are cut off 
because of their geographical situation. 
Many of them naturally are keen. In 
the lowlands some of the remote families 
are cut off because they cannot keep 
pace with their more alert neighbors; 
consequently they hide in the nooks and 
crannies of town or country. But even 
the most backward can recognize sin- 
cerity. Children respond to it and 
everyone appreciates it. Sincerity, then, 
must be cultivated and a patronizing 
attitude must be discarded effectively 
and completely. 


PRACTICE WHAT WE TEACH 


Next, we must teach ourselves to ob- 
serve all the techniques we advise for 
the patient. It is tedious, but it can be 
done. For example, every nurse should 
learn to cover a cough exactly as she 
advises her patients to do. When a 
nurse thinks in terms of an ex-sanator- 
ium case, she may know she has at- 
tained success in that particular. Inci- 
dentally, from a disciplinary standpoint, 
it would be well also when she is very 
busy, interested in her work, and feeling 
fine, to stop every afternoon for a month 
and lie down in a room alone for two 
hours. This would give her some idea 
of the difficulty facing the early tuber- 
culosis case. Knowing that it is really 
hard to stop work and go to bed when 
one feels well and the work is urgent, 
she can appreciate better the patient’s 
attitude in his dilemma. 

The next best substitute for experi- 
ence is the practice of visualizing the 
whole routine of the new regimen, and 
imagining the physical and emotional 
difficulties that will beset the patient. 

Finally, we must persevere, however 
discouraging the situation may be. I 
believe there is no activity faced with 
more discouragements than tuberculosis 
work. Yet sometimes we win out 
through pure stubbornness. Remember 
the story of the boy eating pancakes? 
He always ate until he had a pain, then 
ate one more to be sure he had enough. 
So long as there is one ray of hope we 
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are not defeated. Then when the battle 
definitely seems lost, we must make one 
more effort to be sure we’ve done 
enough. Our personal needs then are 
sincere friendliness, understanding of 
the practical and emotional difficul- 
ties besetting the patient, and a refusal 
to be discouraged. 


EDUCATION OF PUBLIC 


Our second class is the general public. 
It needs to have its mind relieved of 
many superstitions. For instance, it 
should know that not every cough sig- 
nifies tuberculosis. This does not mean 
that one can safely assume a cough to 
be something else without medical ex- 
amination. But if after careful study, 
a doctor says it is not tuberculosis, there 
is no need to suppose he is mistaken. 
Coughs can be chronic and productive 
and yet not be tuberculosis. A patient 
can be thin and ill looking and still 
not have the disease. 

The public also should be made to 
appreciate that a patient can recover 
from tuberculosis, and be of no danger 
whatever to any one. It should be 
taught to distinguish between a careless 
and a careful patient; also that it is 
safe for an adult to visit the latter. This 
would make case finding easier and 
more effective. There is still much mor- 
bid fear of tuberculosis, and the fear of 
social ostracism still has much power. 

Nevertheless, our goal to protect the 
patient from ostracism should not blind 
us to the truth. Dr. H. S. Mustard says 
that no sputum-positive case should be 
discharged from the sanatorium so long 
as he is sputum-positive; and this, re- 
gardless of his chances for ultimate re- 
covery. He also lists ten other items the 
public should know:? 


1. That a chronic, even though mild, state 
of ill health needs medical investigation. 

2. That this is particularly necessary (a) in 
young adult life, (b) in one who has been 
exposed to tuberculosis, (c) in thin, deli- 
cate persons. 

3. That loss of weight, chronic cough, spit- 
ting of blood, pleurisy, are danger signals, 
never to be disregarded, even in a person 
who otherwise feels well, or looks well. 

4. That the first essential for recovery is 
early diagnosis. 





PUBLIC 


That no physician may safely say a per- 
son has not tuberculosis without a com- 
plete examination, including x-ray, and 
that failure to find tubercle bacilli in the 
sputum does not mean freedom from the 
disease. 

That getting well of tuberculosis cannot be 
made secondary to or fitted into the ordi 
nary schedule of existence: for the time 
being, getting well must be a full time job 
That tuberculosis is a communicable dis 
ease; that persons living in the same home 
are subjected to a dangerous hazard 
That exposure, especially continuing fam 
ilial exposure, is dangerous to anv age, 
but particularly so in infants, adolescents 
and young adults. 

That the disease may appear in any 
family, regardless of wealth, social posi- 
tion or assumed freedom from exposure. 
That tuberculosis is a community prob- 
lem, demanding social action if better 
economic conditions, and proper diagnos- 
tic and sanatoria facilities are to be made 
available for all those who need these 
things. 


EDUCATION OF THE PATIENT 


The third class is the patients them- 


selves. A good course for the patient 
includes three things: (1) A way of 
life, (2) An understanding of tuberculo- 
sis, especially his tuberculosis, (3) A 
knowledge of how to protect others.” 
It is important to study the pa- 
tient’s habits of living and thought 
patterns. A patient usually makes the 
best progress when he faces the reality 
that “an unwelcome guest has estab- 
lished headquarters in his lungs, and 
that for the rest of his life he must effect 
a truce with the invader, the terms of 
which call upon the patient to surrender 
cherished desires for bacterial peace.’ 
Nevertheless, a diagnosis of thought 
patterns should precede a frank discus- 
sion of the facts. If the patient has 
never faced an unpleasant situation that 
could not be eliminated, he will not face 
this one if the change is represented as 
too permanent. After all, we do hope to 
return many patients to active life, and 
this hope can do no harm; certainly not, 
while we are trying to convince him that 
he must have adequate and regular rest. 
It must be emphasized that many men 
and women, on first discovering they 
have tuberculosis, would choose to die 
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early in harness if told they will have to 
modify their lives permanently with a 
regimen of rest and exacting care. 

It is important that the patient under- 
stand the reasons for his treatment. The 
nurse can explain to him the nature of 
a fresh tubercle and how exertion may 
undo its protective tendencies. The pa- 
tient then realizes the necessity for rest 
in bed, and since he has made the de- 
cision himself he will carry out his regi- 
men conscientiously .° 

In actual practice this policy must be 
supplemented with more minute details, 
such as planning the definite hours for 
the patient to be in bed. Advising two 
hours of rest in the morning and three 
hours in the afternoon will not be 
nearly as effective as determining the 
time for beginning each rest period. This 
will depend upon the family routine; 
and you may feel you have done an ex- 
cellent job of explaining the fundamen- 
tals if, on your next visit, you find that 
the patient satisfactorily has modified 
the routine you and he worked out. 
Suppose he stays in bed till ten o’clock, 
gets up for an hour before dinner, and 
goes back to bed for three hours in the 
afternoon. It would seem that the pa- 
tient has adopted as good a schedule as 
he had before if it makes him happier 
and he can fit into the family life better. 
Certainly it is good if he improves under 
the regimen. 

Many times, instead of this encour- 
agement, you will meet with the tragedy 
of finding that the patient has given up 
his rest either because he felt so much 
better after a few weeks, or because he 
felt worse after trying it a few days. A 
warning in anticipation of both dangers 
goes well on the first visit. 

The third item for the patient in- 
volves how to protect others. And it 
boils down largely to sputum care. Care 
of sputum is a good spring-board from 
which to take off in any direction in 
teaching. The dishes must be boiled be- 
cause sputum may have remained in the 
mouth or left the tubercle bacilli there 
to be deposited on the dishes. While on 
this subject, always emphasize that boil- 
ing means a tumbling boil instead o! 
simmering. The linen also must be 
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boiled because some sputum may have 
gotten on it. Babies must not be kissed 
or kept near the patient because spray 
from the mouth in normal conversation 
may carry tubercle bacilli. And of 
course all close contact with others 
should be avoided. Again, children in a 
tuberculous household must be tested 
and x-rayed because there is always a 
possibility of infection by way of spu- 
tum. And above all, the sputum itself 
must be collected and burned. The fire- 
place or stove is the usual winter cuspi- 
dor in the home, but in the case of the 
tuberculous patient this is dangerous 
since not all of the sputum may be 
burned and what is left rises with the 
ashes the next time the fire is stirred. 
For many the sputum cup, because of 
expense, is out of the question. An effec- 
tive substitute is a can with an easily 
fitting top. Line this with a paper bag, 
and fill about one fourth full of sawdust. 
The size of the can depends upon 
whether or not the patient ‘‘chews’’ or 
“dips.” If he (or she) does either, point 
out the difficulty of disposing of so much 
fluid, and add that the patient would 
probably improve faster with less to- 
bacco. Occasionally, though not often, 
the patient will “reform.” I know one 
old Negro man who set about giving up 
the use of tobacco and finally achieved 
it, just because tobacco juice is hard to 
burn. And don’t forget the dipper that 
floats on the pail of drinking water. Let 
the patient have his own glass or cup 







T= FAMILY is the unit of work in 
tuberculosis nursing. The physical, 
mental, social and economic problems of 
the family have a very definite relation 
to the tuberculosis problem. Conse- 
quently, we find that the tuberculosis 
family offers an ideal field for the func- 
tioning of a family health program. 

lt is probably better that all open 
cases should be hospitalized until they 
learn how to protect themselves from 
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which can be filled by pouring water 
into it from the dipper. 

The participation of the patient in the 
entire program for tuberculosis control 
is forcefully described by Dr. H. E. 
Kleinschmidt: ‘“‘From an understanding 
of his own tuberculosis and the desire to 
avoid infecting his loved ones and 
friends, is but a short step to the culti- 
vation of an interest in the larger prob- 
lem of combating the pandemic, tuber- 
culosis. Every patient who leaves the 
sanatorium should have a good grasp of 
the broad epidemiologic picture of tu- 
berculosis.” He “should be a crusader 
striking his blows in season and out of 
season. In him burns an everlasting fire. 
There are thousands like him. Against 
the cumulative effect of such force the 
old, old enemy is bound sooner or later 
to crumble.’ 

We do not hope to see this victory in 
our time, but we can recognize the fact 
that there is and always will be much 
for us to learn about this disease; that 
it is up to us to fight and not to fail. 


REFERENCES 
‘Anderson, Gaylord W. “The Role of the 
Public Health Nurse in Communicable Dis 
ease Control.” Pusric HeEattH NURSING, 
February 1934. 


“Mustard, Harry S An Introduction to 
Public Health. The Macmillan Company, 
New York, 1935. Pages 119-120. 


$Teaching the Tuberculous Patient 
culosis Abstracts, 


Tuber 


National Tuberculosis Asso 


ciation, New York, N. Y., March 1936 


Portsmouth, Virginia 







others and how to prevent the spread of 
infection. On the other hand, many pa- 
tients will be found who cannot adjust 
themselves to sanatorium life or cannot 
afford sanatorium care. It is then our 


job as public health nurses to teach the 
same methods of treatment, prevention 
and control in the home that are taught 
in the sanatorium. 

When teaching in a home where there 
first 


is tuberculosis the 


nurse should 
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consider what she hopes to accomplish. 
The aim of her teaching program de- 
pends a great deal on the patient’s 
needs, his ability, and the time that can 
be applied to teaching. This means that 
her instructions will be geared to her 
patient’s intelligence, experience, eco- 
nomic resources, and cultural back- 
ground. She considers what sort of a 
person he is, what kind of work he does, 
and how he lives. She also studies the 
patient’s family, to whom she must 
teach the principles of mental and phy- 
sical health, and otherwise supplies the 
knowledge that will be needed to give 
intelligent care. 

Secondly, the nurse should know what 
the situation offers: A survey of the 
teaching possibilities should be made. 
The nurse must realize that her patient 
will not learn unless he is interested. 
This rule applies whether the patient is 
in bed or not. An estimate should be 
made of the patient’s desire to find the 
answers to his health problems. Per- 
haps this urge has to be developed. Very 
probably the nurse will have to create a 
desire to receive her knowledge. 


HOW TO TEACH 


Two points should be emphasized in 
regard to methods of teaching: 

1. Teach slowly: If the nurse suc- 
ceeds in teaching the proper disposal of 
sputum in one visit, and impresses upon 
the patient not only what to do but why 
he is doing it, she may consider that 
visit most worth while. 

2. Review instructions given: ‘This 
not only reminds the family of what is 
expected of them but gives the nurse an 
opportunity to determine the effective- 
ness of her teaching methods. An occa- 
sional word of praise to the patient and 
family is a great incentive for them to 
continue carrying out the nurse’s in- 
structions. 


WHAT TO TEACH 


The nurse’s teaching program should 
include the following content: 

1. Teach the family that tuberculosis 
is a communicable disease caused by the 
tubercle bacillus. The bacillus is found 
in the discharges from the tuberculous 





TH NURSING 





Vol. 29 






lesion, in the sputum, or in the dis- 
charges from a gland or from the sinus 
in a bone. 

?. Teach them that tuberculosis is 
preventable; that it is curable if taken 
in time: It is not inherited. Individu- 
als may be infected with the tubercle 
bacillus and not have tuberculosis. Ac- 
quiring the disease depends upon a 
number of factors. The most important 
are the amount and frequency of infec- 
tion received and the resistance of the 
body; these in turn will depend on 
methods of living. Infants and young 
children are particularly susceptible to 
the disease. 

3. Teach the patient measures to pro- 
mote his. recovery. 

4. Teach not only the patient, but his 
family as well, the elementary principles 
of hygiene and healthful ways of living. 

5. Teach the rules for the mainten- 
ance of health to follow after recovery. 

6. Teach the patient that the preven- 
tion of infection of other individuals 
depends upon the proper disposal of 
sputum and of all discharges from tu- 
berculosis lesions, and upon the avoid- 
ance of close contact with such individu- 
als. 

7. Teach the following specific meas- 
ures and procedures: 

a. That sputum should be received in a 
sputum cup provided for it, and then 
burned. 

That surgical technique should be em- 
ployed in dressing a discharging gland or 
bone. That soiled dressings should be 
burned. 

c. That the patient should wash his hands 
frequently, and always before eating. 
That the patient and all members of the 
family should be taught to cover the nose 
and mouth with a paper napkin or hand- 
kerchief when coughing or sneezing, and 
to keep everything out of the mouth 
except food, eating utensils and tooth- 
brush. 

e. That flies should be kept out of the pa- 

tient’s room. 


f. That only milk which has been pasteur 
ized or boiled, or raw milk that comes 
from herds regularly tuberculin tested, 
should be used. 
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g. That small children should not come in 
contact with an open case of tuberculosis. 

h. That medical examination and 
the building up of bodily resistance are 
essential for all individuals who are or 
have been in contact with an open case of 
tuberculosis. 


periodic 


Pamphlets on tuberculosis are avail- 
able to the nurse teaching in the home. 
Many times she will be able to reinforce 
certain phases of her instruction by re- 
ferring the patient and family to pass- 
ages in such pamphlets. The nurse 
should emphasize that this printed infor- 
mation is a reference and a guide which 
may be used in the nurse’s absence. 

One finds that follow-up programs in 
tuberculosis nursing involve more than 
the humanitarian viewpoint. The aim is 
to restore a patient to economic self- 
sufficiency, to make him once more a 
contributing member of society; and for 
this, fairly close supervision is necessary. 
The attitude of the nurse or worker 
means much in the help she is able to 
give. If she pictures herself in the same 
situation as the patient and tangibly 


helps him from that viewpoint she 
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will be rendering maximum service. 

The nurse meets many habits in her 
patients that retard recovery and de- 
velop or maintain an unwholesome men- 
tal attitude. If she can arouse habits of 
cheerful expression, by logic or persua- 
sion, and thus help her patient to dis- 
place bad habits with good ones, she will 
have accomplished much in her teaching 
role. With the right mental attitude, 
and with a determination to get well on 
the patient’s part, it will be less hard- 
ship to carry out the treatment pre- 
scribed. 


EVALUATION OF TEACHING 


Sometimes one wonders how teaching 
can be evaluated. Its effectiveness can, 
I think, be observed when the family 
depends less and less on the guidance of 
the nurse. She then will know that her 
efforts are bearing fruit. Any signs of 
dependency should warn the nurse that 
a change in tactics is indicated. Her 
ultimate goal is a patient and family 
who are willing and able to carry out a 
healthful regime of living, without fur- 
ther supervision or help. 
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A HYPOTHETICAL 


Tell me, Miss Draxton, how long have you 
been in Richland County? 


It will be ten years next August since 
I came. We are using that anniversary 
as an opportuninty for special publicity 
on health work. 


Had there been no public health work 
previous to your arrival? 


Yes, for five years a school nurse had 
been employed; but an interval of three 
years had elapsed without one. Through 
her efforts, considerable educational and 
corrective work had already been done 
among school children. 


How is the service financed in your 
county? People are always interested in 
finances, especially if some of the money 
comes from their pockets? 


I know how true that is. Even 
county nurses worry about losing their 
jobs in times of depression! The 
county commissioners appropriate a cer- 


The land of ten thousand lakes is my birth- 
place. I finished my nursing education at the 
University Hospital, Minneapolis, Minnesota 
in October 1916. After a year of private duty 
and a few months as surgical nurse in John 
McDonald Hospital, Monticello, Iowa, I en- 
listed for service and was called to duty at the 
Great Lakes Naval Training Station. 

After my discharge in 1919 I tried private 
duty again for a while. Then under the aus- 
pices of the American Red Cross I taught 
classes in Home Hygiene and Care of the 
Sick in South Dakota and Northern Minne- 
sota. After studying public health nursing 
with the help of a Red Cross scholarship, I 
returned to South Dakota to serve for five 
and a half years as County Nurse with head- 
quarters at Parker. In August 1927, I came 
to Wahpeton, North Dakota. Part of the 
summers of 1931 and 1932 were spent at the 
Colorado Agricultural College, Fort Collins, 
Colorado, taking a special Red Cross course in 
Home Hygiene and Care of the Sick in addi- 
tion to some other courses. . 


RADIO INTERVIEW 


tain sum of money each year and the 
Red Cross Chapter provides for the re- 
mainder of the nurse’s salary and car 
expenses. I might add, too, that there 
are special funds for special work. For 
instance, there was an imperative need 
for help for crippled children a few 
years ago. Through the efforts of the 
Rotary Club a fund of $1800 was 
raised by popular subscription. A clinic 
was held, with an eminent orthopedic 
surgeon from the Shriners’ Hospital in 
Minneapolis giving the examinations. 
Many children have been benefited by 
this fund. We owe a debt of gratitude 
to the railroad company, which gener- 
ously grants free transportation to chil- 
dren to and from hospitals, and also to 
a number of hospitals for giving such 
excellent service at reduced rates. 
Then, our share of the Christmas Seal 
money stretches almost incredibly. I 
should mention, too, the fine way in 
which various organizations have con 
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tributed funds to send children to the 
health camp. And the public assumes 
a Share of responsibility through tax 
appropriations. The interest and sup- 
port of the county commissioners are 
invaluable. Of course, public health 
nursing here as everywhere received a 
big boost from the government when 


additional nurses were employed under 
the FERA. 


I understand, Miss Draxton, that you were 
appointed an FERA Supervisor and served 
for over a year and a half. What provision 
did the Chapter make during your absence? 


The Chapter employed an _ experi- 
enced nurse to fill my place with the 
understanding that I return whenever 
FERA ceased operating. Under the 
FERA program, with the codperation of 
the county Health Officer and the phy- 
sicians, programs for diphtheria and 
smallpox immunization and the program 
for tuberculosis control were intensified. 


Have you some figures which will give us 
an idea of the extent of that preventive 
work ? 


Yes. Last year a survey was made of 
the children immunized, and it was 
found that 60 per cent of the children 
in the Wahpeton and _ Lidgerwood 
schools were immunized for diphtheria 
and 55 per cent for smallpox. The pro- 
portion is about the same in other 
schools. Tuberculosis contacts have had 
the Mantoux Test, and many positive 
reactors have had chest x-rays. A few 
patients with active tuberculosis were 
sent to the sanatorium. At present, I 
continually keep in touch with tubercu- 
losis contacts. 


Now, Miss Draxton, you have told us 
about special health problems. Have you 
any time left for just ordinary well folks? 


Dear me, yes. Keeping well people 
well is the nurse’s biggest task. This 
must be done through education. Home 
hygiene classes would come under this 
classification, as well as school nursing, 
summer round-ups, and preschool con- 
ferences with follow-up home visits. In 
my visits to schools, I make health in- 
Spections of the children, survey the 
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buildings and grounds and assist teach- 
ers in planning health courses. The pro- 
portion of corrections of physical defects 
of school children has always been high. 
Many schools are serving hot lunches. 
Nearly all use the pouring method for 
hand-washing. And believe it or not, 
only one old fashioned dipper was found 
in a rural school last year. 


We might digress here, Miss Draxton, to 
give the radio audience a picture of the large 
territory you have to cover. Will you tell 
us a little about it? 


Richland County is one of the largest 
in the state, comprising over 1400 
square miles, and with a population of 
about 22,000. There is the extremely 
level land of the Red River Valley with 
gently rolling acres further west and 
stretches of those much discussed sand 
hills for variety. Most of it is lovely, 
rich country. It has suffered from 
drouth as all the Central States have, 
but hope springs eternal and you can’t 
keep good people down. 

Better roads and maintenance are 
making my driving easier. I’ve had 
enough experience with Red _ River 
gumbo and winter snow drifts to know 
when it is advisable to plan for work 
near home. I try to reach all the more 
remote places in the early fall when the 
roads are good. 


Now, did you say you conduct classes and 
clinics? 


Oh yes. I teach classes in Home 
Hygiene and Care of the Sick. Some 
have been conducted for high school 
girls especially where no home econom- 
ics course was offered, but most of them 
have been given with groups of home- 
makers as pupils. There have been thir- 
teen classes, and 136 women and girls 
have received Red Cross certificates. 
These women are scattered all over the 
county and are our staunchest allies. We 
depend on them to spread the under- 
standing of good health. As for summer 
round-ups and preschool clinics, we do 
not have as many as we used to. The 
trend is rather to educate parents to 
take their children regularly to their 
own family physician. He can then give 
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them more individual attention than he 
could in a clinic with fifty children to 
examine in an afternoon. We really 
haven't worked out any substitute for 
the clinics, however, as education is nec- 
essarily a slow process. But of course it 
is the only sound method for progress. 

Mothers and babies have an import- 
ant place in our program. An intelli- 
gent mother will learn how to safeguard 
her baby from childhood ills. The moth- 
ers themselves or their friends send us 
their names, and we mail them a series 
of prenatal letters approved by the State 
Health Officer and local physicians. 
Then I visit them and keep in touch 
with them until the babies are well 
started in life. More and more mothers 
are receiving hospital care and seeing 
their doctors early in pregnancy. 

I believe that covers all the important 
phases of my program. Is there any- 


thing else you would like to know, Miss 
Reporter? 


You have mentioned your Committee. I 
think everyone will be interested in hearing 
something of its organization. 


Oh yes. But first I must mention 
that our program is a part of the county 
health work directed by the State 
Health Department and the local Board 
of Health. Our committees help us to 
make the program effective. Years ago 
we had one large committee which met 
every other month at Wahpeton. Hard 
times made it impossible for those 
furthest away to make those trips, so we 
tried meeting at different towns. This 
plan was not successful but it did reveal 
to us that members would attend if they 
didn’t have far to go. 

We then divided the county into four 
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districts, each having its own nursing 
activities committee. These are repre- 
sented by their chairmen on the central 
committee which still meets at Wahpe- 
ton and maps out plans and suggéstions 
for all—although the subcommittees 
have plenty of leeway to plan programs 
suited to their particular needs. This 
scheme has worked very well. Of course, 
I meet with each committee, which pro- 
vides close contacts with these people 
who are keenly interested in community 
health. 

The committees take care of all pub- 
licity for the nursing service, arranging 
my monthly reports in interesting form 
for the papers; issuing a little bulletin 
to all clubs and parent-teacher associa- 
tions in the county; setting up booths 
at harvest festivals with posters and at- 
tractive displays; reporting antepartum 
patients and cases of suspected com- 
municable disease. 


In the moment that is left, Miss Draxton, 
is there any incident in your experience in 
Richland County that gave you a greater 
thrill than any other? 


It is difficult to choose. The miracles 
performed by medical science and surgi- 
cal skill are all thrilling. I found a little 
boy of five, born with cataracts on both 
eyes. He could barely distinguish light 
from dark. A specialist removed the 
cataracts and the child now sees with 
the aid of glasses. To have a part in 
making life richer and fuller for such 
otherwise handicapped children fills one 
with deep joy. That is what makes 
nursing the grandest profession in the 
world. 


Thank you, Miss Draxton. 





A Program for Staff Education 
Maternal Welfare 


We are presenting here the fourth in the series of staff education 


programs begun in November 1935. 


This outline has been prepared by 


the Community Health Service of Minaeapolis. Reprints will be available. 


SUGGESTIONS FOR A STAFF PROGRAM FOR THE STUDY 
OF MATERNAL WELFARE 


“The aim of adequate maternity care is the minimum of mental and physical discomfort for 
every woman during pregnancy: the maximum of mental and physical fitness whereby she may 


keep herself and baby well.” (7) 


I The problem 
II. Factors to be considered in a maternal 
health program 
III. The nurse’s part in a maternal health pro 
gram 
IV. Suggested demonstrations 
Program for a two-day institute 


THE PROBLEM 


A. The evolution of obstetrical care (Ref. 
I, 2). 3) 

B. Causes of maternal mortality and mor- 
bidity (Ref. 4, 5, 6, 7, 8, 9, 10) 


1. Predisposing causes: 
a. Poverty 

(1) In what ways does poverty affect 
the type of medical care, nursing 
care? 

(2) How does it affect the physical 
and mental health of the ex- 
pectant mother? 

(3) How does it affect postpartum 
and newborn care of the mother 
and child? 

(4) In what ways does the need for 
the expectant mother to do 
heavy work outside the home 
affect her health during the ma- 
ternity cycle? 

(S) What relation is there between 
poverty and the number of abor- 
tions ? 

. Inadequate housing 

(1) In what ways do the following 
affect the health of mother and 
child: 

(a) Overcrowding, lack of privacy 

(b) Lack of conveniences such as 
running water, toilet facilities, 
laundry facilities 

(c) Stairs to climb in reaching 
street 

(d) Inadequate ventilation, sun- 
shine 


c. Poor community sanitation 


(1) In what ways do the following 
affect the health of mother and 
child? 


(a) Unsafe water supply, milk 
supply 

(b) Lack of recreational facilities 

(c) Noise, congested neighborhood, 
smoke 


d. Lack of facilities for maternity care 


(1) Adequately prepared personnel 
(a) Physicians 
(b) Nurses 
(c) Midwives 
(2) Clinics 
(a) Available to those unable to 
afford the services of a pri- 
vate physician 
(b) Transportation facilities to 
reach clinic 
(3) Hospitals equipped and staffed to 
give maternity care 


Inadequate legislation for working 
women during maternity cycle; 
lack of enforcement of existing 
legislation 

(1) What maternity legislation has 
been passed in your state? 

(2) What do you consider adequate 

maternity legislation for work 
ing women? 


Immediate causes: 
a. Puerperal septicemia 


Discussion of 

(1) Incidence 

(2) Cause 

(3) Symptoms 

(4) Treatment 

(5) Nurse’s role in preventing 


. Toxemias of pregnancy 


Discussion of: 

(1) Incidence 

(2) Classification of types of tox- 

emias 
(3) Contributing causes 
(a) Previous history of illnesses: 

communicable diseases, major 
surgery, other conditions 

(4) Symptoms 

(5) Treatment 

(6) Nurse’s role in preventing 
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>. Hemorrhage 
(1) Antepartum 
(2) Intrapartum 
(3) Postpartum 
(a) Nurse’s 
symptoms, 


detecting 
emergency 


role in 
giving 
treatment, reporting to physi- 


cian 
d.Other accidents of pregnancy and 
labor 
(1) Premature termination of preg- 
nancy 


(2) Ectopic pregnancy 

(3) Ruptured uterus 

(4) Inversion 

(a) Nurse’s role in detecting symp- 

toms, giving nursing care, re- 
porting to physician 

(5) Placenta previa 

(6) Premature separation of placenta 


e. Diseases complicating pregnancy 
(1) Tuberculosis 
(2) Diseases of the heart 
(3) Nephritis 
(4) Syphilis 
(5) Gonorrhea 
(6) Diabetes 
Discussion of: 
(a) Incidence 
(b) Causes 
(c) Symptoms 
(d) Treatment 
(e) Nursing care 
(f) Nurse’s role in preventing 


C. Vital statistics (Ref. 4, 6, 11, 12) 


1. Discussion of the purpose and value of 
vital statistics, emphasizing the im- 
portance of correct interpretation. 

a. How are they compiled? 

b. What considerations are necessary in 
compiling them? 

c. What errors may occur in drawing 
conclusions from a statistical study ? 


bh 


. Discussion of federal laws governing the 
reporting of vital statistics in the 
U. S. Registration Area. 


w 


. Definition of the following terms: 
a. General death rate 

b. Birth rate 

c. Stillbirth rate 

d. Maternal mortality rate 

e. Infant mortality rate 


4. Discussion of the maternal and infant 
mortality rates in the United States 
and the methods employed in com- 
puting them. 


5. Comparative study of: 
a. Maternal mortality rate 
b. Infant mortality rate 
c. Stillbirth rate 
d. Neonatal deaths 
(1) Compare: 
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(a) The United States with other 
countries 

(b) Local community with other 
communities of similar size and 


conditions 
(c) Local community with the state 

(2) How do your present rates com 
pare with the rates in your com 
munity and your state ten years 
ago? Twenty years ago? 

(3) What conditions existing in your 
community should be considered 
in analyzing these rates? 


Suggested method of study 

Certain parts of the above material can be 
presented to advantage by a guest speaker. 
For general discussion the group should ap- 
point a leader, who in turn will assign to each 
member the part of the outline upon which she 
is to report after reading the indicated refer- 
ence material or other sources of information. 
The leader will also request certain of the 
group to bring in case studies which present 
special problems or which illustrate certain 
phases of the problems discussed 


Il. FACTORS TO BE CONSIDERED IN A 
MATERNAL HEALTH PROGRAM 


“What we need apparently is not that the 
high peaks of obstetrical work shall be higher, 
making it possible to save a few mothers from 
rare complications, but that the average of 
the care given to all patients shall be raised.” 
Carolyn Van Blarcom, “The Nurse’s Part in a 
State Program of Prenatal Care.” (32) 


A. Medical supervision during pregnancy, 
delivery, and the postpartum period for 
every pregnant woman (Ref. 7, 8, 4) 
. Discussion of: 
a. Accepted standards 

(1) In the United States 

(2) In other countries 
b. Actual practice in own community 


_ 


B. Nursing care during the maternity cycle 
(Ref. 7, 12) 
. Discussion of: 

a. Accepted standards 

b. Actual practice in own community 


a" 


C. Hospitals qualified 
care (Ref. 7, 4- 
. Discussion of: 
a. Accepted standards 

b. Actual practice in own community 


Note: In addition to a discussion of the 
above topics a survey of the local medical, 
nursing, and hospital facilities available to the 
prospective mothers in the community would 
aid in planning a future maternal health pro- 
gram. 


to give maternity 
page 60) 


— 


D. Community education 
1.A comprehensive educational program 
to awaken the community to the 
need of: (Ref. 13, 7, 14, 10) 
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a. Providing facilities for adequate ma- 
ternity care 
b. Training and control of midwives 


c. Eliminating the necessity of heavy 

industrial work for the expectant 

mother 

Freedom from insecurity due to 

inadequate incomes and unfavorable 

living conditions 

e. Providing aid in the adjustment of 
individual problems (through social 
agencies) . 


Suggested method of study—same as indi- 
cated under section I 


> 


= 


THE NURSE’S PART IN A MATERNAL 
HEALTH PROGRAM 


Indirect (Ref. 13, 14) 

1.“To arouse community conscience so 
that her work and the work of others 
associated with her is not only pos- 
sible but always improving and de- 
veloping toward new goals.”’ Francis 
C. Rothert, M.D. (13) 

To educate the public to recognize the 
needs of their community 

a. How much education does the nurse 
do through her work ? 

b. What other methods can she use? 

Direct 

To reach all expectant mothers as early 
in pregnancy as possible. (Discuss 
methods of case finding.) 

.To aid in securing medical supervision 
for the patient throughout the mater- 
nity cycle. 

To instruct mother and father in ma- 
ternal hygiene and infant care. 

.To render or supervise nursing care in 
the home. 

.To help patient and family in mental 
and social adjustments. 


=) 


t 


~ 


na 


Preparation of nurse 

. Qualifications outlined by N.O.P.H.N. 
(Ref. 15) 

. Knowledge of: 

a. Essentials of antepartum and _ post- 
partum nursing supervision (Ref. 
26, 9, U7, 16, 19, 20, 2%) 

. Technique and skill in giving nursing 
care (Ref. 16, 9) 

c. Teaching methods (Ref. 22, 23) 

. Individual and racial differences and 
their significance (Ref. 31) 

e. Mental hygiene concepts pertaining 

to emotional involvements and atti- 
tudes (Ref. 18, 19, 24, 25, 31) 


_ 


to 


— 


~ 


f. Resources of the community and how 
to use them 
g. Standards of adequate medical care 


(Ref. 7, 8) 

h. Statistics pertainitg to maternal and 
infant mortality and morbidity 
(This also implies contributions the 
nurse may make through her 
records.) 


D. Methods 
1. Individual visits—home and office (Ref. 
2a, 20; 205. 85 29, SO) 
a. Content 
Antepartum 
(1) A schedule of visits planned to 
meet the needs of the individual 
patient 
(2) A definite purpose for each visit 
(3) Adaptation of content of visit to 
the needs and interests of the 
patient 
(4) Observation of symptoms 
(5)Instruction and demonstration in 
maternal hygiene and infant care, 
and preparation for delivery (if 
home delivery planned) 
Delivery 
(1) Preparation for delivery includ- 
ing: 
(a) Assignment of work to family 
(b) Preparation of patient, and as- 
sistance to physician 
(c) Assembling of supplies 


Postpartum 

(1) Observation of symptoms 

(2) Providing adequate nursing care 
for mother and baby 

(3) Instruction in maternal care and 
child care and development 


—~ 
So 


. Frequency 

Depends upon: 

(1) Month of pregnancy when pa- 
tient admitted 

(2) The individual needs of the pa- 
tient 

(3) Type and extent of service to 
be rendered 


loa 


. Recording 

(1) To show observation of symp- 
toms and nursing care given 

(2) To indicate teaching done, and 
results of teaching, so as to insure 
continuity of service 

(3) To serve as a tool in evaluating 
services rendered 

(4) To aid in planning nursing pro- 
grams in the future 

(Illustrate by case records.) 


A 
joe 


.Codrdination of service with that of 
a physician 
(1) Implies 

(a) Prompt, accurate and complete 
reporting to physician regard- 
ing symptoms observed and 
nursing care given. 

(b) Conferences with the physician 
regarding the patient, and ser- 
vices rendered to patient. 

Note: If the nurse is attending clinic she 
may avail herself of the opportunity to in- 
struct the patients individually or in groups. 
The same plan for teaching may be used as 
indicated above. 
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2. Group instruction 
a.Antepartum mothers’ 
clubs 
b. Fathers’ classes and meetings 
c. Mothercraft classes 
d. Medical and nursing groups 
e. Civic organizations 


classes and 


Suggested method of study 

In addition to reports by members of the 
group and discussions following, it will be 
helpful to have contributions from a_ public 
health nurse specializing in maternity service, 
a nutritionist, and a mental hygiene consultant 


IV. SUGGESTED DEMONSTRATIONS 


1. Special techniques in each phase of mater- 
nity cycle (Ref. 9, 16, 23, 28, 29) 


a. Initial antepartum home visit 
(1) Routines and techniques 

b. Set-up for delivery in the home 

c. Postpartum and newborn care 


d. Breast expression (if standing orders 
permit ) 
e. The baby’s tub bath 
f. Preparation of artificial feeding where 
ordered by physician 
Note: These demonstrations may be pre- 


sented to the group during the discussions of 
the different phases of the maternity cycle or 
may be given separately followed by a general 
discussion of these techniques and their im- 
portance in the care and instruction of the 
patient. 


V. OUTLINE FOR A TWO-DAY INSTITUTE 


ON MATERNAL WELFARE 


First Day—Morning Session 
1. The importance of pre-conceptional prep- 
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worker, or mental hygiene consultant) 
(Demonstrations may be presented to vari 
ous groups between sessions. Exhibits may 
also be on display—see part IV.) 


{fternoon Session 
1.Problems of nutrition during the mater- 
nity cycle, at different economic levels 
(By a nutritionist) 
Demonstration of group teaching in nu- 
trition (Arrange to have a group of 
nurses represent the mothers and through 
their questions to the nutritionist bring 
out various dietary problems.) 
Second Day—Morning Session 
1. Disease in relation to the maternity cycle 
(Cardiac diseases, nephritis, syphilis, 
tuberculosis) (By a physician) 
2. Toxemias, the nurse’s role in 
prevention, and treatment (By 
sician ) 


detection, 
a phy- 


{fternoon Session 

1.The newer techniques in delivery and 
postpartum nursing care (By a physi 
cian and a nurse specializing in obstetrics) 
Demonstration of set-up and delivery in 
the home’ (By an out-patient delivery 
service nurse or a public health nurse 
specializing in maternity service) 
Motion pictures pertaining to these sub- 
jects.* 


(Round-table discussions pertaining to the 
above subjects may also be planned.) 


*The following firms prepare films for 
educational purposes and will supply catalogs 
upon request: 

Progress Film Company, 366 Wrigley Bldg., 

Chicago, Illinois. 


aration (Should be given only when a 
qualified person is available) International Medical Film Corporation, 
2. Mental hygiene of the maternity cycle Room 405, 25 No. Dearborn St., Chicago, 
(By a psychiatrist, psychiatric social Illinois. 
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Volunteers for Mothers’ Clubs 


By BLANCHE DIMOND 


Nutrition Supervisor, Community Health Association, Boston, Massachusetts 


Volunteers are being used increasingly for important activities in public health nursing 
agencies. Especially interesting is this project in which volunteers were used to fill 
an unmet need in an organization, and for which they were given definite training 


HE Community Health Associa- 

tion—the visiting nurse organiza- 

tion of Boston—which is celebrat- 
ing its fiftieth anniversary this year, has 
had from the very beginning a twofold 
purpose: to care for the sick and to 
teach family health. This aim was well 
expressed by the far-seeing first chair- 
man of the association, Miss Phoebe 
Adams, in her first annual report in 
1886. Miss Adams wrote, “Our nurses 
recognize the importance and value of 
instruction given, whenever it is possi- 
ble, to the family and friends of their 
parents; and no opportunity is lost to 
carry out this essential and valuable 
feature of our plan, distinguishing it 
from similar work in other places.” 

As one means of carrying on family 
health teaching, the organization has for 
years held weekly classes for expectant 
mothers in each of its thirteen districts. 
To these classes come women from dif- 
ferent economic levels, educational back- 
grounds, and racial groups. The women 
who come have had varying experience 
and knowledge regarding care during the 
antepartum period, but all are anxious 
for help. A series of eleven lessons is 
given which includes talks and demon- 
strations not only on all phases of ante- 
partum care and diet but on other sub- 
jects of importance to the health of the 
family. Some of these are budgeting of 
money, budgeting of time, marketing, 
and care of the sick child. Teaching- 
refreshments, planned to illustrate nec- 
essary foods with which the patient may 
be less familiar, are served at the clubs. 

A full time nutrition worker is avail- 
able in eight of the thirteen districts to 
give the nutrition talks, prepare the 
teaching-refreshments, and give other 
food demonstrations at these clubs. Be- 
cause the nutrition staff is limited the 
other five districts have no demonstra- 


tions and only one nutrition talk during 
the series of eleven lessons, and they 
keenly feel the lack of nutrition service. 

After attending the meetings on the 
use of volunteers at the National Confer- 
ence of Social Work last May, the idea 
occurred to me that it might be possible 
to train volunteers to give some simple 
nutrition demonstrations at the clubs 
which lacked such service. After much 
discussion, we decided to try the experi- 
ment. Fifteen women were selected by 
the nurses, supervisors and nutrition 
workers for_trainittg: None of the group 
had more than a secondary school edu- 
cation and none had previous experience 
in any kind of teaching, but they were 
all intelligent, enthusiastic and anxious 
for training. Almost all of them had 
attended either Mothers’ Club or Low- 
Cost-Food Demonstrations (another 
method by which we teach family 
health). Seven of the group had very 
low incomes; indeed two were receiving 
public relief in the form of Mothers’ 
Aid. 

The training consisted of seven two- 
hour lessons, a week apart, which I con- 
ducted. At the first meeting the group 
was made to feel that it had a great op- 
portunity for service, and also that it 
was a privilege to be selected for this 
teaching. They were given a brief his- 
tory of the organization with its record 
for service. The fact was stressed that 
they were the first volunteers to be given 
training and also thai the future policy 
of the association regarding the use of 
volunteers would be determined by their 
success, From the very first their re- 
sponsibilities have rested heavily on 
their shoulders. 

The class was conducted as follows: 
Each member was given a lesson outline 
which included the set-up of the exhibit 
table, the necessary supplies, the ad- 
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vance preparation, the preliminary talk, 
the recipes used, and the step-by-step 
procedure of the demonstration. They 
were then given the demonstration ex- 
actly as it should be given at the club. 
It seemed best to limit the teaching to 
actual food preparation and marketing 
information, without including much 
scientific material. They were, however, 
taught the daily food requirements and 
told to include them in each demonstra- 
tion. They were advised to stick closely 
to the material given but were allowed 
to enrich this material from their own 
experience in regard to such practical 
matters as marketing knowledge and the 
use of neighborhood stores. 

The eight demonstrations given were: 
Foods for the Baby’s First Year, A Good 
Breakfast, Marketing, Salads, Dried 
Fruits, Cheap Cuts of Meat and Meat 
Substitutes, Convalescent Diet, and The 
Lunch Box (children’s or husband’s). 

The following lesson plan gives an 
idea of the demonstration, although 
rather less cooking was done in this one 
than in some of the others. 


FOODS FOR BABY’S FIRST YEAR 
1. Exhibit table 


Small dish of strained cooked spinach—2 
or 3 stems of spinach, unwashed 

Small dish of unstrained cooked spinach 

Small dish of strained prunes 

Small dish of strained rolled oats 

One hard-cooked egg, shelled and cut open 

Five or six pieces of home-made zwieback 

Saucepan of cooked applesauce made from 
unpeeled apples 

Bottle of cod liver oil 

Note: Have table neatly set with clean, 

white cloth 


2. Lesson 
a. Introductory talk—All babies whether 
breast or bottle-fed, will need additional 
food during the first year. The time at 
which these different foods are added to 
the baby’s diet and the amounts which 
are given will depend on such factors as 
the condition of the baby and his rate 
of development, and will be determined 
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by the physician who has charge of 
him. All food should be 
prescribed by a doctor, either your pri 


changes in 


vate physician or the doctor at the well 
This demonstration in 
which will be added 
during the first The doctor may 
add other foods as he thinks it 
Add one new food at a time and 
begin with small amounts. Do not us« 


clini 
cludes the 


baby 
foods 
year 
neces 
sary. 


sugar, salt, or pepper in the baby’s food 
b. Explain preparation of each dish 
c. Demonstrate straining of applesauce. Us 
sieve. Give reason for not peeling apples 
d. Demonstrate cutting off 
Demonstrate washing with two pans of 


roots of spinact 


water—adding no additional water for 
cooking. 
e. Explain that other vegetables besides 


spinach will be used 
f. Explain that cod liver oil should be kept 
and in a dark 
rancid it is no longer good 


cool, always covered 
place. Ii 
g. Explain that tomato juice may be used in 
place of orange juice, but twice as much 


tomato as orange juice should be used 


3. £4st of sup plie S 


1 lb. of spinach 1 bottle of cod 
10 prunes liver oil 
Y4 cup of rolled slices of bread 
oats 2 apples 
1 egg 
4. List of equipment 
Double boiler 3 saucepans 
Wooden spoon 2 mixing spoons 
Large strainer 5 saucers 
2 bowls 
5. Recipes 
Spinach 
Cut roots from 2 Ibs. of spinach. Wash sev 


eral times in warm water until it is clean (lift- 
ing spinach from one pan of water to another 
is a good method). Steam 10-15 minutes, 
adding no water. Take enough for baby 
put through sieve. 


and 


Prunes 

Wash prunes thoroughly 

Add enough water to almost cover. 

until soft. Cool, put through strainer 
Cereals 

It is wiser to cook cereal separately for the 

baby since he should not have salt or other 


Soak over night 
Cook 


Time table for cooking cereals 


Cereal Quantity Water 
Rolled oats 1 cup 2 cups 
Wheatena 1 cup 3% cups 
Cream of Wheat 1 cup 4 cups 


Time Amount when Cooked 
60 minutes 224 cups 
60 minutes 334 cups 
60 minutes 334 cups 
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condiments. To save work, enough may be 
cooked at one time to last four or five days. 


Directions for cooking cereals 
Add cereal slowly to boiling water. Stir 
well. Cook over fire 10 minutes, stirring to 


prevent lumping. Cook hot water 50 
minutes. 


over 


Applesauce 
Wash, quarter and core 4 or 5 apples, but 
do not peel. Add enough water to keep from 
burning. Cook over fire, stirring constantly 
Cook until soft. Put through sieve. 


Zwieback 

Homemade zwieback is much less expensive 
than the prepared kind and has the advantage 
of containing no sugar or spices. Cut bread 
into strips and dry in very slow oven until 
delicately brown. This may be done in a gas 
oven if care is taken to dry the bread very 
slowly. The door should be left open during 
the process. 


Hard-cooked egg 
Place egg in pan of boiling water. Cover 
the pan and remove from the direct flame to a 
place where the water will keep hot but not 
boil. Let stand in water 15-20 minutes. 


SATISFACTORY RESULTS 


After the nutritionist’s demonstration 
the group had an opportunity for ques- 
tions regarding the subject matter given 
and the methods used. Each member 
had provided herself with a notebook in 
which she took copious notes and wrote 
her questions for discussion. 

The most helpful part of the training, 
the actual demonstrating to each other, 
followed the question period. The volun- 
teers began this at the first lesson, al- 
though there was some natural hesita- 
tion at first. Finally one woman with 
more self-confidence than the others vol- 
unteered and the others followed her 
willingly. They practised constantly at 
home, and husbands, relatives and 
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friends were used as audience. 

The amount of community education 
which was accomplished and the interest 
in the organization which was stimulated 
by these rehearsals is difficult to esti- 
mate, but it must have been consider- 
able. 

While their training was still going 
on, the women were sent to make their 
own arrangements with the district su- 
pervisors so that they were ready to 
begin work immediately on completion 
of their course. They have now been 
working about a month, and so far have 
been very satisfactory. To the women 
themselves it has meant new friendships 
and a new interest outside their homes. 
It has also given them the feeling of 
being useful and important. In the case 
of one woman, an emotional person with 
no contacts outside her home, it has 
proved to be definite therapy. This work 
seems to have filled a very real need in 
her life and she has changed her attitude 
entirely. The group will be given follow- 
up supervision and constructive criti- 
cism as would any of our staff. 

To the clubs, it has proved most stim- 
ulating and helpful. The patients who 
are members of the classes enjoy this 
new feature and ask many questions of 
the women. These practical demonstra- 
tions seem to have filled a need which 
could not be met in any other way with 
our present staff. 

To the organization it has meant en- 
larging our teaching, increasing the 
number of people interested in us, and 
informing the community about our pro- 
gram. We feel that whatever success 
we may have with this experiment will 
be due to three things: giving the 
women adequate preparation for their 
work, instilling in them a responsible 
attitude toward it, and giving them a 
real job. 


A service in which volunteers act as nurses’ assistants in infant 
welfare stations will be described in the March number. 

















Searchin’ the Midwife’s Bag 


By LAURA BLACKBURN, R.N. 


District Supervisor, Maternal and Child Health, State Board of Health, Columbia, South Carolina 


Editor’s Note. This vivid, partly humorous, yet tenderly told story 


of the midwives in the rural South illustrates some of the problems 
involved in the training of these unlettered but faithful old “granny” 


women. 


Their supervision by health department nurses is an important 


activity in the program to lower maternal mortality among Southern 


Negro mothers. 


NE of the ways in which the 
() sa of South Carolina is trying 

to reduce the maternal death 
rate within that state is to undertake 
the training and supervision of the 
many Negro midwives who usher into 
the world most of the Negro babies born 
here. Group meetings for these mid- 
wives are conducted throughout the 
state by supervising nurses from the 
State Board of Health. Paramount in 
importance at these meetings is the in- 
spection or “searchin’”’ of the midwife’s 
bag to ascertain its cleanliness and neat- 
ness and whether it is adequately 
stocked with the necessary supplies. 
For of what avail is information if there 
be no means of putting it into practice? 

Each supervisory meeting is presided 
over by the president of the class, who 
first calls for singing and prayer. The 
midwives love to sing and it is hard to 
stop them when they get in full swing. 
‘“‘Tain’t my mother nor my brother, but 
it’s me, oh Lord, standin’ in the need 
of prayer.” This can be sung indefi- 
nitely with variations in the relatives. 
There is a tendency lately to use gospel 
hymns instead of the old-time spirituals. 
This the nurse deplores. 

The prayers are simple, vivid pic- 
tures, presented fervently, sometimes in 
a singsong rhythm. These are accom- 
panied with a running comment of 
“Yes,” “Amen,” or even a song which 
sometimes threatens to drown out the 
prayer. The nurse is frequently prayed 
for in most graphic terms—“That she 
_ may be propped on every weak and 
leanin’ side,” “That the Lord will take 
the wheel of the beel (automobile) in 
His hand and guide it whithersoever He 
will.” The nurse is addressed in var- 


119 


ious ways: “our nuss,” “superwisor,” 
“our madame,” “teacher”; but it was 
“our chieftain” which really went to the 
nurse’s head! 

The preliminaries over, the nurse 
takes charge. The roll is called. The 
answer “president” means _ present; 
“abstint,” absent. Some report, “I 
didn’t get the answer,” meaning, I did 
not get the notice. Some report ab- 
sence at the last meeting because “I 
ain’t had no convenience to come,” 
meaning no conveyance. When asked 
how many cases have been attended, 
the reply is “I done caught five head,” 
or “I found seven head.” 

When questioned as to whether they 
have received the three months’ notice 
from the patient before delivery, the 
answers vary. Some reply in the affirm- 
ative; others try to make the group 
laugh by depicting how they were “just 
jerked up.” Volatile of emotion, eas- 
ily swayed as they are, the nurse has to 
be on the watch to keep her group from 
being swung in the wrong direction. 
She often thinks what an easy life a 
tight rope walker must have. Always 
arises the question, “How can you make 
‘em notice you three munts ahead?” or 
perhaps, “How kin I collect my pay?” 
These problems have been repeatedly 
discussed and the solution advised, only 
to have the same questions come up at 
each succeeding meeting as if they were 
new. 

When asked if she has had a speci- 
men of the patient’s urine examined— 
this being a routine part of her pro- 
cedure and report—the midwife makes 
varying replies. If she has failed to do 
this and can make the group laugh, she 
feels that she has scored a point and 
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covered up her deficiency. Some report 
that they have carried “specials” (speci- 
mens) from every patient to the doctor, 
and some ‘“‘done had all de water tes’.”’ 
Some carried the “urnie’”’ (urine) from 
the patient to the doctor, themselves; 
others, “I jes’ can’t get ‘em to do it.” 
When asked how they know whether the 
patient has had a urinalysis, the mid- 





Two South Carolina midwives 


wife will come forward bringing several 
“strips” from the doctor. These are 
reports written on the doctor’s prescrip- 
tion pad, that the patient has had a 
urinalysis. They are sometimes called 
“water testers.” 

Each midwife wants to describe in 
great detail every confinement which 
she has attended. Much can be learned 
by these accounts, if they do not con- 
sume too much time. However, it is 
wise to take time, if possible, as the 
discussion of these cases will prove 
fruitful. It is a good plan to let only 
one midwife take up her cases at each 
meeting. ° 


DEMONSTRATIONS OF VALUE 


A simple demonstration is given at 
each meeting, with as much practice 
work following it as is possible. The 
same demonstration can be repeated 
from time to time with profit. The 
demonstrations include such procedures 
as cutting and dressing the cord, putting 


drops in the baby’s eyes, getting the 
baby to breathe, bathing the baby 
using a doll for all these; hand-scrub- 
bing and bed-making. The use of a 
doll bed has been found very satisfac- 
tory, as it is easy to carry around and 
takes little time to make up. Of 
course, only one demonstration is given 
at a meeting. 

The dispensing of supplies is an im- 
portant part of the meeting. The nurse 
carries supplies to be sold to the mid- 
wives at cost. Many live in isolated 
sections; or the price is high for these 
supplies, even if they are available. 
The advisability of dispensing supplies 
is a much disputed point among nurses. 
Some believe that it takes up too much 
time. Others contend that the mid- 
wives should be taught to be respon- 
sible for getting their own supplies; 
others that for diplomatic reasons they 
have to patronize the local drug stores, 
which make little or no reduction. From 
experience it has been found that class 
attendance is very much better when 
supplies are dispensed at the meetings. 
Every one loves a bargain and the dif- 
ference between retail drug stores and 
wholesale prices is very marked. It 
shows that the nurse is willing to help 
the midwives financially. The supplies 
also afford a concrete reason for the 
class meetings. Information and edu- 
cation are more vague and intangible. 
Furthermore, it is very difficult to check 
as to how many supplies the midwives 
buy and use unless the nurse does the 
dispensing. 

The supplies are called for by many 
names which the nurse soon learns. 
“Bresh” is nail brush, “nail picker” is 
the orange-stick, ‘“‘ocsagen”’ soap is oc- 
tagon soap. “Naber string,’ “tape 
line,” and “string” are terms used for 
umbilical-cord tape. Sterilized gauze is 
called for by various names such as 
“leetle rags,” “card cressin’,”’ “cloth,” 
“gall cloth.” Silver nitrate eyedrops 
are characterized as “liqwish drops” or 
the “bottled drops,” or even “licorice 
drops,” as opposed to the ampules 
which are called “drops,” “eye-water,” 
“eye-draps.” “Tle,” “grease,” or “liver 
oil” is olive oil. A small toy aluminum 
roaster is used for a sterilizer. It is a 
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SEARCHIN’ THE 
“sturlizer,” “ananizer,” and “little- 
pan-to-bile-in.” “Boricks of axis” is 
boric acid, now discontinued but much 
beloved. The hemostats, now discon- 
tinued, are “clampers” and “clinchers.” 

Although many can not read or 
write, the midwives can all count 
change. The process is to untie an old 
handkerchief, take out a coin, buy an 
article, get the change, inspect, buy an- 
other article, get change, inspect it, buy 
another, and so on. Should the nurse 
endeavor to sell several articles and 
collect the money all at one time, chaos 
would result. It takes what they call 
“long patience.” 


SEARCHIN’ THE BAG 


After this the real purpose of the 
meeting as far as the midwife is con- 
cerned is begun; that is the “searchin’ ” 
of the bag. The nurse needs at this 
time particularly to be “propped on 
every weak and leanin’ side.” Various 
excuses are made and the midwives are 
excellent actresses. A ruthless hand is 
needed to cast out of the bag such 
things as pipes, tobacco, spectacles, and 
other foreign articles. It takes restraint 
and practice to keep one’s equilibrium 
when, after the selling has been com- 
pleted and inspection begun, someone 
bobs up and wants to buy five cents 
worth of soap. 

One midwife always brought a perfect 
bag to class, which was praised accord- 
ingly. This proved irksome to the 
others, who were jealous, and they re- 
ported confidentially, “She ain’t use it 
‘cept to bring for you to see.” Being 
human, they love praise, and they re- 
sort to devious methods to gain it. As 
has happened several times, one midwife 
will borrow from another’s bag behind 
the inspector’s back in order to present 
a fully equipped bag and gain praise. 
When this is discovered, it is a bad mo- 
ment for all concerned. Confronted 
with the tragedy of “losing face,” the 
offender attempts to laugh it off in a 
casual manner. The others out of 
kindness help her as best they can. 
Some moan softly in sympathy. How- 
ever, should the nurse weaken and let 
the midwife get by with the deception, 
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she would lose caste, and more and 
more would she be tried out. Neverthe- 


less, she must temper justice with mercy 
to retain affection and respect. Sham- 
ing a midwife before the group is the 
most drastic punishment. 

When there are not sufficient supplies 
in the bag and the midwife claims she 
has no way of getting any money to buy 
more, the nurse is obliged to tell her 
that she will have to withhold her 
license until she can get the supplies. 
Oftentimes there is a diving into the 
innermost recesses of the attire, and up 
comes enough to “get by” on. This 
money has been stored away for sugar, 
grits, bacon or other necessary supplies. 
Knowing this, it is not easy to be firm. 
The midwife is so poorly paid for her 
work, if at all, that it is hard for her to 
get ready money for her supplies. She 
is often paid in corn, chickens, sewing, 
ploughing, or other substitutes for coin. 
The nurse sometimes does some trading 
with her in eggs and chickens for sup- 
plies, but this practice has to be limited 
or it easily becomes too involved. 


SUPPLIES ARE VITAL 


The standard of cleanliness and the 
adequacy of supplies carried improves 
in proportion to the stress which the 
nurse puts upon them and the frequency 
and carefulness of the inspection or 
“searchin’.” The nurse has to steel 
herself to look beyond the midwife and 
her needs to the ultimate goal—the 
patient and her needs. Each article 
which is supposed to be in the bag is 
definitely needed and the lack of it may 
mean the difference between a case of 
“childbed fever” with perhaps resulting 
death, and a life saved. The lack of 
eyedrops in the midwife’s bag may 
mean blindness for the baby: the lack 
of sterilized gauze may result in the 
death of the baby from infection of the 
cord. The midwife’s bag, its cleanliness 
and equipment, is of supreme import- 
ance since a well equipped and well 
kept bag should be a factor in reducing 
our high maternal death rate. There- 
fore, the ‘‘searchin’” of the midwife’s 
bag cannot be stressed too much or 
done too carefully. 











State Standing Orders 


For Public Health Nurses 


ciety has approved a set of stand- 

ing orders for public health nurses 
intended for the guidance of nurses in 
counties where the medical societies 
have failed to set up a code of their own 
or until they do so. The State Medical 
Society, together with the Division of 
Public Health Nursing of the New York 
State Department of Health, has sub- 
mitted this set of policies with the sug- 
gestion that they be approved—with 
whatever changes seem advisable—by 
the county medical societies. 

The outstanding feature of these 
standing orders is their emphasis on the 
health education functions of the nurse 
as well as her duties in regard to nursing 
care. The introduction states this very 
specifically : 

“The services of the public health 
nurse are considered under two head- 
ings: (1) nursing care, (2) health edu- 
cation. In general, it may be said that 
it would be a rare occasion when the 
public health nurse gives nursing care 
without giving, verbally or by demon- 
stration, education in the field of preven- 
tion of the condition which she meets. 
Administration of relief is not consid- 
ered here.” 

Instructions are given as to what the 
nurse may do in various conditions in 
which treatment or teaching may be 
necessary on a first contact with the 
patient in the home or school. “All new 
patients,” the orders state, “should have 
pulse, temperature, and respiration re- 
corded and be given such bedside care 
as seems necessary.” Standing orders 
are given for nursing care and health 
education in the following conditions: 
emergencies and accidents, elevated 
temperature, abdominal pain, communi- 
cable diseases, colds, tuberculosis, pul- 
monary hemorrhage, earache or dis- 
charging ears, inflammatory conditions 
of eyes or eyelids, surface injuries or 
infections, and burns. 

A paragraph is devoted to school 


[ee New York State Medical So- 


nursing, with emphasis upon the fact 
that the school nurse should work under 
the orders of the school physician, fam- 
ily physician, or health officer, so as to 
“avoid the assumption of the responsi- 
bility of diagnosis.” Detailed standing 
orders for the school nurse are not in- 
cluded. 

Specific instructions are given in some 
detail, however, for maternity and child 
welfare nursing. They are quoted in 
full, as follows: 


PRENATAL VISITS 


NursincG Care. Little is required other than 
routine nursing care. The importance of this 
visit is: 

HEALTH Epucation. All expectant mothers 
should be under medical supervision, and the 
importance of this should be emphasized by 
the nurse. Routine instruction in personal 
hygiene, including habits of living, importance 
of fresh air, sleep, rest, exercise, baths, dress, 
diet, and recreation are important. In follow- 
up calls, it is advisable to take pulse and tem- 
perature readings and to have recorded 
routine urinalyses and blood pressure read- 
ings. Special advice regarding the care of the 
nipples should be given after the sixth month 
of pregnancy. Advice regarding layettes and 
other supplies may be given. A report of each 
prenatal visit should be sent to physician in 
charge of case, and any adverse symptoms 
should be reported to him immediately. 


MATERNITY CARE 


Nursinc Care. While awaiting the physi- 
cian: (1) see that there is a supply of hot and 
cold sterile water; (2) arrange bed for right 
hand delivery; (3) arrange room and patient’s 
supplies; (4) if labor has not progressed too 
far, give low soap enema (1 pint); (5) clip 
or shave pubic hair; (6) cleanse external gen- 
itals with soap and water. If baby is born 
before the doctor arrives, the nurse, pending 
the arrival of the physician, should: (1) clamp 
and cut the cord, making sure that enough is 
left for the physician to tie; (2) see that 
respiration is well established; (3) keep baby 
well wrapped and warm; (4) cleanse the eyes 
with boric acid solution and put one per cent 
silver nitrate solution in each eye; (5) hold 
the fundus of the uterus for 30 minutes; (6) 
in case the placenta is not expelled and hem- 
orrhage occurs express the placenta by the 
Crede method; keep mother warm and quiet 
until physician arrives to assume responsibility 
for mother and baby. 
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POSTPARTUM AND NEWBORN CARE 


If the physician is in attendance, get 
orders from him. If no physician is in attend- 
ance, proceed as follows: 


Nursinc Care. Postpartum hemorrhage. In 
the event of postpartum hemorrhage: (1) at- 
tempt to hold the fundus of uterus firmly 
between the fingers; (2) send immediately for 
family physician and, if unable to reach him, 
call nearest physician; (3) elevate foot of 
bed; (4) apply ice pack to abdomen. 

Usual postpartum care. Record tempera- 
ture, pulse and respiration; give cleansing 
bath; give perineal irrigation of sterile normal 
salt solution or boric acid solution. Cleanse 
nipples before and after nursing with boiled 
water or boric acid solution. Apply sterile 
mineral oil to nipples and cover with sterile 
oil paper. If breasts are engorged, apply 
supporting binder. Usual attention to bowels 
and bladder. Get special instruction for sore 
or cracked nipples. 


Newborn care. Record temperature, pulse 
and respiration; give a cleansing bath; change 
outer cord dressing if soiled; cleanse genitals 
with mineral oil and oil all creases in body; 
record weight; prepare separate bed for baby 
so that proper temperature may be maintained. 
If premature, or under five pounds in weight, 
or in poor condition, do not give usual bath, 
but cleanse with warm oil. Keep baby warm 
and avoid unnecessary handling. 

Inflamed eyes. Notify physician or responsi- 
ble authority at once. 

Bleeding from cord. Tie tightly and secure- 
ly with sterile tape; apply sterile dressing and 
firm binder. Watch for further bleeding; 
notify physician. 

Protruding umbilicus. If umbilicus is clean 
and dry, make deep vertical fold of skin and 
apply tight adhesive one and one half inches 
wide. 


STATE STANDING ORDERS 
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Diarrhea. Urge complete rest. Discontinue 
all feeding. Give plain boiled water. Notify 
physician. 

Excoriated buttocks. Cleanse with oil. In- 
struct mother regarding care of child and 
diaper. 

Convulsions. Send for physician at once. 
Undress child, moving him as little as possible. 
Give warm (105 degrees F.) mustard bath 
(one teaspoonful of mustard dissolved in a 
little tepid water to one gallon of warm water). 
If no tub is available, give hot pack. Keep 
cold compress to head, following bath or pack ; 
place patient between warm blankets and 
maintain absolute rest. 

HeaLtH Epucation. Instructions regarding 
above naturally follow the nursing care. 


CHILD WELFARE 


The duties of the public health nurse in 
reference to child welfare are entirely super- 
visory and educational. A general outline 
follows: In health supervisory visits to young 
infants, emphasis should be placed on breast 
feeding, unless the physician has left other 
instructions. 

Instructions according to accepted standards 
of infant care should be given regarding: (1) 
establishment of regular habits of sleeping, 
eating, and elimination; aids to forming other 
desirable habits should be discussed as the 
need arises; (2) daily care, such as cleansing 
baths and sun baths, type and care of cloth- 
ing; (3) fundamentals of nutrition and the 
need of starting such foods as orange or 
tomato juice and cod liver oil in the early 
months of life; (4) need of taking to physi- 
cian for immunization against diphtheria when 
six months old and against smallpox when one 
year old; (5) when physical defects are 
present and recommendations for correction 
are outlined by the physician, the nurse should 
encourage and secure aid if necessary to carry 
out the physician’s orders. 





GUIDE POST FOR 


An interesting project in which volun- 
teers assist with the teaching of mothers’ 
classes is described on page 116. 

The need for standards both in regard 
to nursing service and qualifications of 
workers which was felt in the early days 
of public health nursing is forcefully 
brought out in an article reprinted from 
an early issue of The Visiting Nurse 
Quarterly. Page 85. 

The efforts to raise the standards of 
maternal care given by midwives in the 
rural South are narrated in a tenderly 
humorous story on page 119. 

Some of the emotional adjustments of 
children to the coming of a new baby in 
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the family are discussed in the final 
article of a series on “Maternity and 
Mental Hygiene.” Page 88. 

Two projects evolved by public health 
nursing agencies for the interpretation 
of their services to the community are 
described under “Gleanings.” Page 124. 

Endorsements of the N.O.P.H.N. by 
distinguished Americans are included in 
a progress report of the Silver Jubilee 
celebration on page 71. 

Miss Crain, in the second article of 
her series on page 95, says that the pub- 
lic should be as thoroughly acquainted 
with the early manifestations of syphilis 
as with those of cancer or tuberculosis. 
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This department is devoted to new ideas regarding improvised equipment, 
publicity programs, administrative problems, etc. 


Send us your contributions! 











YESTERDAY 


7. THEME Of this exhibit from 
the Connecticut State Health De- 
partment, “Yesterday and Today in 
Public Health Nursing,” lends _ itself 
to many types of presentation and fits 
into the suggestion for using this Jubilee 
year of the National Organization for 
Public Health Nursing as an opportun- 
ity to interpret to the public the prog- 
ress made in public health nursing and 
the service rendered in a modern pro- 
gram. 

“Early days” (in this case 1894) is 
illustrated by a panel bearing a large 
photograph of a nurse giving nursing 
care to a patient and carries the caption, 
“In the early days the nursing associa- 
tion was a ‘one woman’ activity. Bed- 
side nursing occupied most of her time.” 
This panel is supplemented with an old- 
fashioned doll dressed in a blue and 
white striped dress. The leg-of-mutton 
sleeves and full gored skirt are copied 
from the style of 1894. 

In contrast, the other panels portray 
modern public health nursing, which is 
represented by a doll dressed in the uni- 
form of a modern public health nurse. 


Public health nursing activities are directed 


AND TODAY 


Six panel photographs of nursing activi- 
ties, each with its appropriate caption, 
present antepartum, infant, and _pre- 
school services, and also communicable 
disease nursing and the care of the 
chronic sick. The captions have been 
very carefully worded to convey the im- 
plications of coéperative relationships 
as well as to portray the service. Thus 
the caption for the antepartum service 
is: “The physician sends the nurse to 
the home to advise and assist the mother 
when the baby is expected.” The picture 
shows the nurse visiting a prospective 
mother. 

Lay participation has a panel of its 
own, showing a board meeting and bear- 
ing the caption, “Today an interested 
community group is responsible for the 
association and assists the public health 
nurse in developing the work.’’* 

Adapting this theme for a play or a 
tableau, the same contrasts between the 
past and present might well be shown. 

The theme could be adapted by a 


*Detailed descriptions of this exhibit are 
available in the N.O.P.H.N. Exhibit Loan 
Folder. 
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State Organization for Public Health 
Nursing for use as a skit or tableau or 
as an exhibit to show the strength gained 
from organization. Public health nurs- 
ing of “yesteryear” might still be pre- 
sented as a one-woman activity; but the 
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toward the health needs of the community 


GLEANINGS I 
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modern public health nurse would be 
shown as surrounded by the organiza- 
tions which strengthen her service—-the 
S.0.P.H.N., the university courses in 
public health nursing, the state health 
department. 





CLEVER SKIT DEPICTS SERVICE 


An interesting and unusual varia- 
tion of the familiar parade of the 
nurses used by many public health 
nursing agencies as a publicity device 
during campaigns is reported by the 
St. Paul Family Nursing Service. 

The theme was family health ser- 
vice. A member of the staff had paro- 
died a well known popular song, hav- 
ing each verse represent a typical ser- 
vice to some member of the family. 
Members of the staff took the parts of 
the various members of the family, ex- 
aggerating the characterization by 
amusing costumes. 

The remainder of the staff marched 
onto the stage to music and formed a 
line across the length of the stage. 

The “family” entered one at a time, 
with the father and mother singing to- 
xether about the advent of their twins: 


Oh she came to our house with the 
greatest of care 

This daring young nurse with a 
gracious air. 

She left on our doorstep this husky 
young pair. 

With her black bag she hurried away. 


Then the father sang: 

Oh she comes to our house 

give 

For she knows that without it I never 

could live 

And after my hypo she flees with her 

Chev. 

To one who lives miles away. 

Next the little boy Johnnie stepped 
forward while his mother sang: 

Oh, she comes to our house Johnnie’s 

elbow to dress, 

This charming young nurse from the 

new F.NSS. 

Her actions are gentle, her fingers 

are deft. 

She stole Johnnie’s pain away. 

Verses followed about Grannie’s 
back, Auntie’s heart and Mary’s 
mumps. The final verse, again about 
the twins, was sung by the father and 
mother holding the babies. 

Such a skit may sound exceedingly 
simple, but it proved to be tremen- 
dously popular before an audience that 
was far from uncritical. What is more 
important still, the audience, in spite 
of its amusement, did get the idea of 
the nursing service. 
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Naomi Deutsch, Washington, D. C. Ex officio 
Harriet Frost, New York, N. Y. *Amelia Grant, N.O.P.H.N. 

Ira V. Hiscock, New Haven, Conn Virginia A. Jones, N.O.P.H.N. 
Marion G. Howell, Cleveland, Ohio Isabel M. Stewart, New York, N. Y. 
Ruth Hubbard, Philadelphia, Pa. Anna L. Tittman, New York, N. Y. 
*Lillian Hudson, New York, N. Y. Claribel Wheeler, N.L.N.E. 

Pearl McIver, Washington, D. C. 

Mrs. Bedford Neal Riddle, Akron, Ohio *Ad Interim Committee 


ELIGIBILITY COMMITTEE 


Elizabeth MacKenzie, New York, N. Y., Chairman Ex officio 

Harriet Frost, New York, N. Y. Amelia Grant, N.O.P.H.N. 

Mrs. Edward Guthrie, Newark, e aha Claribel Wheeler, N.L.N.E. 

Margaret Reid, New "York, N, Virginia A. Jones, N.O.P.H.N., Secretary 


ADMINISTRATIVE PRACTICE AND PUBLIC RELATIONS 


Marion Sheahan, Albany, N. Y., Chairman Olivia T. Peterson, Minneapolis, Minn. 
Carl E. Buck, Dr.P.H., New York, BN. 2. oe G. Randall, New Tork, _ 
Marion Dougias, Hartford, Conn. W. F. Walker, Dr.P.H., New York, N. Y. 
Alma C. Haupt, New York, 2 

Hortense Hilbert, Washington, D. C. Ex officio 

Pearl McIver, Washington, D. C. Amelia Grant, N.O.P.H.N. 

Agnes Martin, Syracuse, N. Y. Mrs. Anna J. 4) 5 4 P.H.N. 

Sophie C. Nelson, Boston, Mass. Ruth Houlton, N.O.P 


tFor personnel of new Board of Directors, see page 594; for that of the Executive Committees 
of N.O.P.H.N. Sections, pages 599 and 560, September 1936 issue. 
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FINANCE COMMITTEE 


Michael M. Davis, Ph.D., Chicago, Ill., Chairman Mrs. John M. Satterfield, Buffalo, N. Y. 
Raymond Clapp, Indianapolis, Ind. Mrs. C.-E. A. Winslow, New Haven, Cont 
Mrs. Anne L. Hansen, Buffalo, N. Y. Ex officio 

Mrs. John A. Haskell, St. Louis, Mo. Amelia Grant, N.O.P.H.N 

Sophie C. Nelson, Boston, Mass. Lucretia Royer, N.O.P.H.N., Secretary 


COMMITTEE ON MATERNITY AND CHILD HEALTH (Incomplete) 


Sara Place, Chicago, Ill., Chairman Helen Chesley Peck, Boston, Mass 

Fred Adair, M.D., Philadelphia, Pa Irma Reeve, New Haven, Conn. 

Hazel Corbin, New York, N. Y. Richard Smith, M.D., Boston, Mass 

Martha Eliot, M.D., Washington, D. (¢ I stella Ford Warner, M.D., Washington, D. C 
Glee Hastings, New York, N. Y Winifred Rand, Detroit, Mich 

Hortense Hilbert, Washington, D. C Margaret Reid, New York, N. Y. 

Percy R. Howe, D.D.S., Boston, Mass Ex officio 

Mary I. Mastin, Richmond, Va. Amelia Grant, N.O.P.H.N, 

Frank Jay O’Brien, M.D., New York, N. Y. Ruth Houlton, N.O.P.H.N., Secretary 


MEMBERSHIP COMMITTEE 


Sophie C. Nelson, Boston, Mass., Chairman ‘Chairmen of sections 
Mrs. John A. Haskell, St. Louis, Mo., Vice 
Chairman Ex officio 
*Mrs. G. d’Andelot Belin, Waverly, Pa. Dorothy Deming, N.O.P.H.N 
"Lulu P. Dilworth, Trenton. | es Amelia Grant, N.O.P.H.N. 
*Hortense E. Gri uber, New York, N. Y. Lucretia Royer, N.O.P.H.N., Secretary 


NOMINATING COMMITTEE 


Elected by Membership {ppointed by Board 
Laura A. Draper, Minneapolis, Minn., Chairman Hortense Hilbert, Washington, D. C. 
Ira V. Hiscock, New Haven, Conn. Elnora Thomson, Portland, Oreg 


Winifred Rand, Detroit, Mich 


ORGANIZATION COMMITTEE 


Emilie G. Sargent, Detroit, Mich., Chairman Mrs. Glendora Blakely, Bloomington, IIl 
Mrs. Ralph Amerman, Scranton, Pa. Cecilia FE. Walsh, Providence, R. I. 

Mrs. E a Brown, San Angelo, Texas 

Lulu V. Cline, South Bend, Ind Ex officio 

M Ling Floyd, Los Angeles, Calif. Mrs. G. d’Andelot Belin, Waverly, Pa. 
Martha Langley, Erie, Pa. Lulu P Beware, ag * ym, N. J. 

Bettie W. MacDanald, Louisville, Ky. Hortense I Gruber, New York, N. Y 
Annabelle Petersen, Washington, D. _ Amelia Grant, N O. P.H.N 


Mrs. Leonard Smith, East Or ange, N ne Van De Vrede, Atlanta, Ga 


| 
Mrs. Mabel K Staupers, New York, nw . 2 Evelyn K. Davis, N.O.P.H.N. 
Ellen Buell, Syracuse, N. Y. Ruth Houlton, N.O.P.H.N., Secretary 


COMMITTEE ON SERVICE EVALUATION AND ADJUSTMENTS 


Winifred Fitzpatrick, Providence, R. I., Chairman Mrs. Elsbeth Vaughan, St. Louis, Mo 

Mrs Frederick S. Brinsmade, New Haven, Conn Marguerite A. Wales, Battle Creek, Mich 
Dorothy J. Carter, Boston, Mass 

Elizabeth Folckemer, Cleveland, Ohio Ex officio 

Netta Ford, York, Pa \ ia Grant, N.O.P.H.N 

Mrs. Anne L. Hansen, a a 4 Alma Haupt, New York, N. Y 

Virginia Lewis, Mt. Kisco, N. Y. Sophie C. Nelson, Boston, Mass 

Emilie G. Sargent, Detroit, Mich: Thomas Scott, New York, N. Y 

(irace Ross, Detroit, Mich. Ella McNeil, N.O.P.H.N 

Mrs. Adrian Van Sinderen, Brooklyn, N. Y. Mrs. Anna J. Miller, N.O.P.H.N,, Secretary 


RECORDS COMMITTEE 


Katharine Peirce, Boston, Mass., Chairman Emma Duke, New York, N. Y 

Marian G. Randall, New York, N. Y. Helen Bean, Washington, D. C. 

mma A. Winslow, Ph.D., Washington, D. C. Mrs. Carl Pomeroy, Montclair, N. J. 
Marion Sheahan, Albany, N. Y. Ruth Fisher, Plainfield, N. J. 
Carl E. Buck, Dr.P.H., New York, N. Y. W. F. Walker, Dr.P.H., New York, N. Y. 
Mary A. Clark, New York, | a Ruth C. W meoheet New York, N. Y. 
Florence Whipple, Albany, N. Y. 2x officio 

Mrs. Mabel C. de Bonneval, New York, N. Y. Amelia Grant, N.O. P H.N. 

Lulu P. Dilworth, Trenton, N. J. Ella McNeil, N.O.P.H.N. 

Margaret Dizney, W ashington, a ¢. Mrs. Anna J. Miller, N.O.P.H.N., Secretary 


_ Except for the Committee on Community Nursing Service, this list does not include the joint 
c mittees of the A.N.A. and the N.L.N.E., on which the N.O.P.H.N, has representation, 
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COMMITTEE MEETING 
SCHOOL HEALTH 


A meeting of the Education Commit- 
tee of the School Nursing Section of the 
N.O.P.H.N. was held on January 7. 
Most of the time was devoted to consid- 
ering the revision of the form for 
monthly and annual tabulation of school 
health services. It was decided that a 
tentative form should be printed in an 
early issue of Pusttc HEALTH NurRs- 
ING, but that the committee should con- 
tinue to work on a form which will be 
based on the revised Functions in Pub- 
lic Health Nursing in relation to school 
health. 


ON 


INDUSTRIAL NURSING GROUPS 

The N.O.P.H.N. is receiving an in- 
creasing number of requests from indus- 
trial nursing groups for suggestions and 
help in regard to their problems. In 
order to make the plans and problems 
of each group available to the rest, the 
N.O.P.H.N. is planning to get in touch 
this year with groups throughout the 
country, many of which are not known 
to any of the national nursing organiza- 
tions. It will be helpful, therefore, if all 
industrial nursing clubs, sections, and 
other groups will send the names and 
addresses of their chairmen to the 
N.O.P.H.N., 50 West 50 Street, New 
York, N. Y. A letter will be sent out in 
the near future to all whose names are 
known, asking for information which 
can be used for the benefit of all. 


J.V.S. APPOINTMENTS 
Joint Vocational Service reports the 
following placements and assisted place- 
ments during the month of December 
1936: 
Lydia Spoeneman, Superintendent, Visiting 
Nurse Association, East St. Louis, TI. 
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Fern Chapman, Special Supervisor, Health 
Department, District of Columbia, Washing- 
ton, D. C. 

Mary K. Mayers, Family Health Counselor, 
W. K. Kellogg Foundation, Battle Creek, 
Mich. 

Alice Moody, Director of Public Health 
Nursing, Grasslands Hospital, Valhalla, N. Y. 

Mary Sears, Industrial Nurse, Union Carbon 
and Carbide Company, New York, N. Y. 


Frances Pratt, Public Health Nurse for 
Birth Control Service, Boca Grande Island, 
Fla 


Violet Sobers, County Nurse, Toole County, 
Shelby, Mont. 

Anna Walz, County Nurse under State De- 
partment of Health, Albany, N. Y. 

Eileen Van Landingham, County Nurse, Al- 
buquerque, N. M. 

Dorothea Been, Rural Nurse, Fulton-Mont- 
gomery County Health Unit under State De- 
partment of Health, Albany, N. Y. 

Margaret Nelson, Visiting Nurse, American 
Red Cross, San Jose, Calif. 

Mrs. Pauline Mathewson, County Nurse, 
Hancock County under Tennessee State De- 
partment of Health, Nashville, Tenn. 

Mrs. Dorothy Krasnow Weinstein, School 
Nurse, Hillsboro, Oreg. 

Anna W. Roth, Community Nurse, Clinton, 
Conn. 

Mary Morris, Public Health Nurse, County 
Department of Health, Barnstable, Mass. 


To Staff Positions: 
Olive Snvder, 
Saginaw, Mich. 


Visiting Nurse Association, 

Helen K. Gamer, Visiting Nurse Association, 
Bridgeport, Conn. 

Eileen McNamara and Elizabeth M. Allen, 
Department of Public Health Nursing, Green- 
wich, Conn. 

Ellen M. Covell, Association for the Aid of 
Crippled Children, New York, N. Y. 

Marvdel Hull, Department of Health, Dis- 
trict of Columbia, Washington, D. C. 

Amelia Engel, City Department of Health, 
New York, N. Y. 
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A SCHOOL PROGRAM FOR EYE HEALTH 


Physical Aspects 
Part II 


TESTS AND MEASUREMENTS 


In adopting mechanical aids for locat- 
ing children with defective vision, the 
nurse must be thoroughly cognizant of 
the purpose of the equipment and 
whether it serves the purpose for which 
it is intended. Because seeing is a com- 
plicated process it is well to know the 
usefulness and limitation of various 
types of equipment. 

For example, the nurse who is using a 
chart scaled according to Snellen meas- 
urements and testing at a distance of 
twenty feet with an approved standard 
f illumination—and an understanding 
of child psychology—is able to test the 
eyes for central visual acuity. Central 
visual acuity means the ability to recog- 
nize distinctly the form of an object in 
the direct line of vision. When the test 
is given properly it is possible for the 
nurse to discover whether central visual 
acuity is below the range of normal. It 
does not reveal to the nurse wy central 
visual acuity is below the range of 
normal. 

While central vision utilizes the area 
of most acute vision of the retina, field 
or peripheral vision utilizes the remain- 
ing area of the retina which is not capa- 
ble of distinct vision. For visual effi- 
ciency both central vision and_peri- 
pheral vision are important. 


TESTING CENTRAL VISUAL ACUITY 


lhe suggestions which follow for test- 
central visual acuity have been de- 
veloped codperatively by members of 
the National Society for the Prevention 


ing 


of Blindness. The Symbol E chart 
drawn to the scale of Snellen measure- 
ments recommended, because it 
mathematically accurate, the characters 
are equal in visibility and the chart is 
not easily memorized. It is used for 
children of all age groups—those who 
read and those who do not, and also 
children who do not hear. The proced- 
ure is as follows: 


is is 


1. Illuminating the chart. 

Whether natural or artificial illumi- 
nation is used it has been found that 
approximately 10 foot-candles of light 


furnish a good condition for testing 
visual acuity. Since the intensity of 


light on the chart affects the result of 
the test, indicate on each child’s record 
the intensity of light expressed in foot- 
candles of light: e.g., Light measured, 
10 foot-candles (abbreviated, L.M. 10 
f. c.) If the intensity of light of the 
chart has not been measured, indicate: 
Light unmeasured (abbreviated, L.U.) 

In general an intensity of more than 
10 foot-candles of light tends, by giving 
compensation for possible defects, to 
eliminate many children who should be 
referred for examination; while an in- 
tensity less than this amount tends to 
include many persons not in need of 
further examination. 


Fa 


Marking the distance. 

A distance of 20 feet should be care- 
fully measured and marked. Nurses 
unfamiliar with the principles involved 
in constructing a chart and why the test 
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should be made at 20 feet are urged to 
read chapter 2 of Manual of the Dis- 
eases of the Eve by Charles H. May, 
and to refer to an article on the use of 
the Snellen Chart in the May issue of 
Pusiic HEALTH NURSING.’ 


3. Getting ready for the test. 

Place the child on the 20-foot mark 
in the direct line with the chart. Move 
the chart so that the line of symbols 
marked 20 is on a level with the eyes 
of the child. Using a separate Symbol 
E mounted on a cardboard show the 
child just what he is to do: i.e., show 
with the hand or finger the direction in 
which the Symbol E points. Show the 
child how to use a clean card to cover 
one eye at a time, keeping both eyes 
open and holding the card against the 
nose for support. Be sure that no child 
uses a card used by another child. 


4. Testing. 

Using cardboard with windows cut to 
expose one symbol at a time, move 
promptly and rhythmically from one 
symbol to another to prevent the child 
from making an excessive effort of ac- 
commodation. With children suspected 
of low vision begin at the top of the 
chart; with other children begin with 
the 50-foot line and proceed to the 20- 
foot line. If child is unable to indicate 
the direction in which the 200-foot Sym- 
bol E points, move him toward the 
chart, preferably a distance of one foot 
at a time and record the distance at 
which the child first recognizes the 200 
foot letter, (19/200, 18/200, 17/200). 

If child is unable to recognize the 
symbol E, notation should be made of 
the distance the child is able to count 
the examiner’s fingers, as: Counts fin- 
gers at one foot, counts fingers at two 
feet, etc. This can be recorded: C.F. at 
1 ft. or C.F. at 2 ft. If child is unable 
to count fingers, notation should be 
made of the distance at which the child 
is able to recognize the motion of the 
hand and recorded as: Hand motion at 
one foot, hand motion at two feet, etc. 
This can be recorded: H.M. 1 ft. or 
H.M. 2 ft. It may be impossible for the 
child to see the symbol E, count fingers 





HEALTH 





NURSING Vol. 29 





or recognize hand motion. Notation 
should then be made as to whether light 
perception is present. This can be de- 
termined by flashing a light in the 
child’s eye and observing whether the 
pupil responds to light. If the pupil re- 
sponds, light perception is present and 
should be recorded: L.P. present. If 
the pupil does not respond the notation 
should be made: No L.P. present. 
TESTING CHILD WITH GLASSES 

If the child wears glasses, test first 
with glasses, then without. The child 
will thus be given an opportunity to do 
his best first, and once having secured 
his attention the test will proceed with- 
out the usual rubbing of eyes that is 
done when the child is asked to remove 
his glasses immediately. As a matter 
of procedure it saves time to test the 
right eye first, then the left eye. By test- 
ing the two eyes together it is sometimes 
possible to get further clues with regard 
to central visual acuity. If the vision is 
lower for two eyes than for either eye 
separately, referral for medical eye ex- 
amination might be indicated. Record 
visual acuity as determined by the test 
for right eye, left eye, and both eyes, 


EXAMPLES OF RECORDINGS 


Mary Jones R 20/20 L 20/30 Both 20/30 
James Silver R 20/70 L 20/70 Both 20/70 
Helen Young R C.F.3 ft. L 20/20 Both 20/20 
Peter Brown R 20/40 LH.M. 
2ft. Both 20/40 

Agnes Smith R L.P. L 20/20 Both 20/20 
Jane Jones 
With glasses R 20/20 L 20/20 Both 20/20 
Without 

glasses R 20/200 20/70 Both 20/60 


PERCENTAGE LOSS OF VISION 


The percentage loss of central visual 
efficiency corresponding to Snellen no- 
tations is given as iollows:* 


Corresponding 


Snellen Notations Percentage Loss 


at 20 Feet of Vision 
20/20 0.0 
20/30 8.5 
20/40 . 164 
20/50 . we 
20/70 36.0 
20/100 . oat 
20/200 . 80.0 


The school nurse using a Snellen 





| 


len 
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chart in making school inspections in those children who do not have any 
should be thoroughly aware of the fact considerable loss of central visual acuity 
that its primary purpose is to measure or may be able to read 20/20. 


central visual acuity, and that it serves FRANCIA BAIRD CROCKER, R.N. 
this purpose very well. But she must issociate for Nursing Activities, 
also be aware of the fact that some chil 0 ape pe Ah yal ™ ws 
dren in need of a competent eye exami ate , 


nation will be missed unless in coépera er :' 

tic ith the teacher. she is alwav ; Editor’s Note The discussion of tests and 
—_ Wo oe _ —, = . oes ag measurements will be continued in the March 
the alert for evidences of eye difficulties — jscu, 


REFERENCES 


‘May, Charles H. Manual of the Diseases of the Eye. 14th edition revised. William 
Wood and Company, Baltimore, 1934. 

Crocker, Francia Baird. “Shall I Continue to Use the Snellen Chart?” Puptic Hearts 
Nursinc, May 1936. 

“Directions for making window cards can be secured from the National Society for the 
Prevention of Blindness, 50 West 50th Street, New York, N. Y 

SAppraisal of Loss of Visual Efficiency—Standard Method Approved by the House of 
Delegates of the American Medical Association, Atlantic City, New Jersey, May 26, 1925. 


American Medical Association, 525 North Dearborn Street, Chicago, Illinois 


SCHOOL NURSES—SEE NOTE ON COMMITTEE MEETING, PAGE 128 


Blizzards in Wyoming mean 
work as well as fun to these 
children shown on the steps of 
their sturdily built schoolhouse. 
With the first snowflake out 
come sleds, skis, snowshoes, 
barrel-staves, and other snow 
equipment. One boy walked six 
miles before school started at 
9 a.m. to tell two mothers that 
the public health doctor had ar- 
rived at the nurse’s station and 
would see them that afternoon 
for vaccinations 





Photograph from Audrey Jones 


For suggestions for May Day programs, write to the Children’s Bureau, 
Washington, D. C. or The National Congress of Parents and Teachers, 1201 
Sixteenth Street, N.W., Washington, D. C. 


















































S =e tbl (we «| = fl f= aan 
wey NAN SSR Ried gli etal ie bet) ee 
o H T : tal Hib 
Oo; We IND i- ” = 
REVIEWS 22 BOOK INOMES'| 
- o . Ane -jj—-|.} 0 l=neA_J@) +]. th. Negi.) | inf> er == 
EDITED BY 
ELEANOR W. MUMFORD —— 
ADVENTURES IN LIVING the modern methods used in the care 
By Wood, Phelan, Lerrigo, Lat kin, ind Rice. and handling of milk. The story of Pas- 
Thomas Nelson and Sons, Ne Tork, 1936 : = . ° ae 
ee eee : teur is told, including a discussion of 
This series consists of the following—Nox bacteria, their effects upon foods and 
We Are Growing (00 cents), Many Ways the*relation of pasteurization of milk to 
Living (60 cents), Keeping Fit cents), bacterial growth. 
Blazing the Trail (80 cents), and How We 


Live (80 cents). 


The above series of five health books 
is the product of the cooperative effort 
of five authors, all from the field of 
health education, headed by Dr. Thom- 
as D. Wood, Professor Emeritus of 
Health Education at Teacher’s College, 
Columbia University. The books are 
cleverly designed to teach children im- 
portant health concepts through thei: 
own interests and activities at age-levels 
varying from approximately eight 
nine up to thirteen or fourteen—begin 
ning with “Now We Are Growing,” and 
developing up through the series to 
“How We Live.” Each book contains 
significant health learnings in such 
areas as Growth, Foods, Rest, Play, Air 
and Sunlight, Cleanliness, Clothing, The 
Protection and Care of the Body, and 
Wholesome Attitudes, growing out of ex- 
periences and interests typical of each 
age-level and supplying fundamental 
health knowledges and attitudes with 
increasing breadth and _ complexity 
through the series. 

For instance, in the volume ‘Now We 
Are Growing,” suited to eight- or nine- 
year-olds, milk-drinking stressed 
through the preparation and eating of a 
meal in which milk appears in various 
forms. The children in the story visit 
a dairy farm and see how milk is pro- 
cured. In the book ‘Blazing the Trail,” 
apparently designed for eleven- or 
twelve-year-olds, the study of milk as 
the “almost perfect food” is made in 
ways appealing to older children. Here 
is a short history of milk-drinking, and 


Or 
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The gradual development of material 
concerning the structure and function of 
the human organism in its every-day 
living makes this set of books particular- 
ly desirable for a classroom or health 
room library where varying social in- 
terests and mental capabilities are rep- 
It does not seem necessary, 
however, to clothe facts in story form, 
or to use so many short, terse sentences 
in an effort to interest the less mature 
child. When children seek information 
they want as many facts as they can 
possibly get. One does not reduce the 
difficulty of the material by reducing 
the number of facts or by stating them 
in short, but uninteresting sentences 
but rather by the careful choice of con 
cepts to be presented. It would increase 
the usefulness of these books if much 


resented 


more information were given even on 
the lower levels. 
The authors’ philosophy—that good 


health is a means by which the whole 
personality lives more fruitfully and 
happily—is exempliied in the books by 
constantly relating health learnings with 
the vital activities of life. The unity of 
the personality is always kept intact, for 
when very specific organic processes are 
dealt with as in the book “How We 
Live,’ they are always seen as part of 
the whole organism. 

Both the dynamic and scientific char- 
acter of the books is exemplified in the 
illustrations after each unit, where fur- 
ther activities and experiments are sug 
gested. The instructive illustrations, 
many of them photographs, the clear 
print and attractive covers make thes: 
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books especially suitable for children. A 
glossary giving definitions and pronun- 
ciations of many terms adds to the use- 
fulness of the books. ‘Adventures in 
Living” represents a forward step in the 
construction of health materials which 
are at once scientifically accurate, psy- 
chologically sound and_ pedagogically 
useful. 
EpitH GANN KNIBERG 
Newark, N. J. 


AN AMERICAN DOCTOR'S ODYSSEY 
B Victor Heiser, M.D W. W. Norton & Co 
| , New York, 1936. $3 

With Dr. Heiser, the reader travels 
‘around the world sixteen times”; visits 
“forty-five different countries’; hears 
the King of Siam say, “The first thing 
Siam ought to do is get good health’: 
watches with interest as Dr. Heiser 
overcomes the difficulties attendant on 
the establishment of “a course of nurs- 
ing’ in the Philippines; reads of the 
foolhardy nurse who alone among “hun- 
dreds of nurses’? contracted dread small- 
pox; learns how “midwifery schools” 
were established in the Orient; and why 
the “outstanding nurse’’—Sister Calixte 
Christen—-was presented with a gold 
medal by General Wood. 

The Odyssey teaches in such an en- 
tertaining way that no nurse can afford 
not to read it. 

his most entertaining book, though 
dealing with medical topics entirely, has 
been and continues to be a non-fiction 
best seller. 

BEULAH FRANCE, R.N. 
New York, N. Y 
WIDTH-WEIGHT TABLES 
For boys and girls from 1 to 16 years 
For men and women from 17 to 24 years 
Helen B. Pryor, M.D Stanford University 
intord University, Palo Alto, Cali 

60 cents 

lo propose new weight tables as Dr. 
Pryor has done at once raises the ques- 
tion of the use that is to be made of 
them. Dr. Pryor offers a range of seven 
“normal weights” for each height and 
age depending upon hip width. The 
tables have the virtue of simplicity and 
ease in handling, but we should not 
allow this attractive feature to lead us 
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away from a proper interpretation of 
the child when compared with a figure 
on a standard table. 

Dr. Pryor refers to “normal weight” 
or “appropriate weight.” Our experience 
with the so-called normal weights as “the 
best single index of nutrition” when the 
famous Baldwin-Wood Height-Weight- 
Age Tables were promoted has shown 
the danger of a too literal interpretation 
of “normal weight.’ Not only were 
school nurses led to send home a red 
danger signal because a child was under- 
weight for his height, but the standards 
of the tables actually influenced the 
judgment of school physicians. In fact, 
we might say there is evidence that one 
sample of school physicians were guided 
more by the weight standards than by 
any adequate appraisal of musculature 
and adipose tissue as physical signs of 
nutritional status.* 

Dr. Pryor very properly gives empha- 
sis to the soft tissue padding which is 
associated with the “bony framework 
and body structure.” Most of us have 
learned something of this error in trying 
to interpret the height-weight tables; 
but with the active promotion of these 
tables by the publishers, we should not 
forget that the tables are no substitute 
for careful study in the clinical ap- 
praisal of nutritional status. We must 
remember that school examinations or 
any wholesale examinations of children 
very often put the physician under 
heavy pressure for rapid appraisal with- 
out an opportunity for thorough study. 
When faced with such demands for a 
quick decision, it is a natural tendency 
for examiners to lean heavily upon 
standard tables. 

Apart from any criticism of the 
method used in the construction of these 
tables and in the selection of the parts 
measured—which the writer has dis- 
cussed with Dr. Pryor—we are con- 
cerned with the actual meaning of under- 
weight by this method. Is it a satisfac- 
tory public health scheme for the nurse 

*Physical Defects—The Pathway to Cor- 
rection. American Child Health Association, 
1934. Obtainable from the American Public 
Health Association, 50 West 50th Street, New 
York, N. ¥. $1.25. 
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to screen out the underweight children 
as a means of selecting those most likely 
to be suffering from malnutrition? At 
this stage of our knowledge, it certainly 
is safe to say that the nurse will need 
more interpretation of the measurements 
than is now available before she at- 
tempts to discuss the underweight child 
with the parent. This means, of course, 
that she must have the results of an 
expert appraisal of the whole child, his 
social setting, and the codrdination of 
many factors which may influence his 
well-being. 

The use by the physician of such phy- 
sical signs as size of muscles and subcu- 
taneous tissue in proportion to build are 
a part of everyday clinical appraisal. 
And yet when we wish to improve this 
appraisal by the use of measurement of 
these morphological factors as suggested 
by the research workers of the American 
Child Health Association, we believe 
the improved technique offers such fur- 
ther possibilities of understanding that 
we should not be content without fur- 
ther study of the interpretation of these 
precisely measured physical signs. 

As weight is an over-all growth meas- 
urement, it is even more difficult to in- 
terpret; and so it is reasonable to insist 
that these new tables should have fur- 
ther study and more interpretation of 
the meaning of underweight before they 
are given any widespread application in 
public health. 

Haroip H. MITCHELL, M.D. 
School Medical Adviser, 
Freeport, New York. 


MATHEMATICS OF EVERYDAY LIFE 


By Georgia Boyes and Willard W. Beatty. Inor 

Publishing Company, New York, 1936. 72 cents. 

“Mathematics of Everyday Life’’ is 
a unit centered upon the economics of 
health. The authors have made a valu- 
able contribution to the field of health 
education on the secondary level. The 
aim of the unit is: (1) to continue inter- 
est in the occurrence of health hazards 
and how to prevent them; (2) to con- 
tinue desirable health practices; (3) to 
make use of the knowledge medical sci- 
ence has made available. 

This little book of 130 pages is a 
practical application of arithmetic to 


changing social and economic problems. 
To the high school teacher who has felt 
that he has no contribution to make to 
the health instruction of high school 
students, this material should be a reve- 
lation. 

It is a common procedure in the 
junior and senior high school level to 
include health instruction in such classes 
as home economics, physical education, 
and biology; but through such material 
as is found in this health unit, one finds 
excellent references for health instruc- 
tion through mathematics. 

Through the use of picture-graphs, 
investigations into the following are 
made: communicable disease statistics, 
infant mortality, accidents, the costs of 
medical care, and the relation of family 
incomes to illness. 

Tables, charts, and circle-graphs are 
used in studying the causes of illness 
among school children. Graphs are used 
to show the percentage of childen absent 
because of illness. By means of the 
broken-line graph, the deaths per 100,- 
000 population are computed. Records 
are suggested in order to study the 
spread of infection through the school 
following vacation. Circle-graphs may 
be made of the individual student to 
show the division of his twenty-four 
hour day. Survey forms and tables are 
developed in the study of accidents in 
the home. The students learn how to 
interpret tables. Traffic surveys are 
used in relation to the school and com- 
munity. Low cost diets are studied and 
the percentages of expenditures for food 
are computed. The horizontal-bar graph 
and broken-line graph are used in the 
study of temperature. Percentages and 
fractions are used in studying problems 
on housing. Picture-graphs are fre- 
quently suggested as a means of “bring- 
ing statistics to life.” 

“Mathematics of Everyday Life” 
brings real life problems into the class- 
room. It is informative, authentic, in- 
terestingly developed, and is built on 
progressive techniques. It is highly rec- 
ommended as reference material for 
public health nurses working with teach- 
ers in the junior and senior high school. 

MIvpreD L, TuTTte, R.N. 
Hillsdale, Michigan. 
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BOOK NOTES 


RECENT PUBLICATIONS AND CURRENT PERIODICALS 


ADMINISTRATION 


Descriptive Bibliographies of Surveys and 
Special Studies. Bulletin No. 88, August 1936. 
Community Chests and Councils, Inc., 155 
East 44th Street, New York, 50 cents. One of 
a series of special bulletins on community 
planning. The studies listed in this publica- 
tion are on file in the office of the Community 
Chests and Councils, Inc., and available for 
loan to member chests and councils. 

“Community Public Health Nursing in the 
Philippine Islands.” George C. Dunham, M.D 
American Journal of Public Health, Vol. 26, 
No. 8, August 1936. 


GENERAL 


FUNDAMENTALS OF PERSONAL HYGIENE. Sec- 
ond Edition. Walter Krueger, Ph.D. W. 
B. Saunders Company, Philadelphia, 1936. 
$1.75. 

HeALtTH AND HuMAN Procress. An Essay 
in Sociological Medicine. René Sand. The 
Macmillan Company, New York, 1936. $3.00. 

Intustrious CONTRIBUTIONS TO PUBLIC 
Heattu. Charles Frederick Bolduan, M.D 
Privately printed, 1936. The outstanding con- 
tributions of twenty-eight men and one 
woman were selected by the Public Health 
Committee of the New York Academy of 
Medicine to be honored by having their names 
carved on the new municipal health building. 
The men so represented date from antiquity 
to modern times. It is, of course, with pride 
that we point to the fact that the one woman 
selected is Florence Nightingale. 

LoBAR PNEUMONIA AND SERUM THERAPY 
WITH SPECIAL REFERENCE TO THE MAsSACHt 
SETTS PNEUMONIA Stupy. Frederick T. Lord, 
M.D, and Roderick Heffron, M.D. The 
Commonwealth Fund, New York, 1936. $1.00. 

Soctar Work As A PROFEsSION: Second 
edition. Esther Lucile Brown. Russell Sage 
Foundation, New York, 1936. 75 cents. 

Caring for the Sick in the Home. Life 
Conservation Service of the John Hancock 
Mutual Life Insurance Company, Boston, 
Mass. 

Concerning Diabetes. Albert A. Hornor, 
M.D. Life Conservation Service of the John 
Hancock Mutual Life Insurance Company, 
Boston, Mass. 

Miss Gay’s Adventures in First Aid. Mar- 
garet Daly Hopkins. Series No. II, Artificial 
Respiration and the Need for Inhalators. Hop- 
kins Chart Company, Inc., New York, 1936. 
15 cents. Reduction on quantity orders. 


“Layman’s Responsibility in the Control of 
Cancer.” Henry C. Dozier, M.D. Bulletin of 
the American Society for the Control of Can- 
cer. Vol. 18, No. 11, November 1936, Page 6. 


“State and Insular Health Authorities, 1936.” 
Directory with Data as to Appropriations, full 
or part time Personnel and _ Publications. 
Public Health Reports, Vol. 51, No. 43, U. S. 
Treasury Department, Washington, D. C., 
October 23, 1936. 


MENTAL HYGIENE 


Gume to Psycutatric Nursinc. Second 
edition. F. A. Carmichael, M.D., and John 
Chapman, M.D. Lea and Febiger, Philadel- 
phia, 1936. $2.25. 

PracTicAL EXAMINATION OF PERSONALITY 
AND BEHAVIOR DisorDERS; ADULTS AND CHIL- 
DREN. Kenneth E. Appel, M.D., and Edward 
A. Strecker, M.D. The Macmillan Company, 
New York, 1936. $2.00. This is a handbook 
for psychiatrists, parts of which the public 
health nurse will find a valuable aid in co- 
Operating with psychiatrists 

PRINCIPLES OF ADOLESCENT PsyCHOLoGy. 
Edmund S. Conklin. Henry Holt and Com- 
pany, New York, 1935. $3.00. 

RESEARCH IN DEMENTIA PRAECOX. Nolan 
D. C. Lewis, M.D. The National Committee 
for Mental Hygiene, New York, 1936. $1.50. 

TEXTBOOK OF PsycHtIATRY. Second edition. 
Arthur P. Noves, M.D The Macmillan 
Company, New York, 1936. $2.50. 


NEW MISS BAILEY SERIES 

The attention of readers is called to the new 
series of articles, ‘‘Miss Bailey Says . . .,” be- 
ginning in the January issue of The Survey. 
Many readers are already familiar with the 
earlier “Miss Bailey” series by Mrs. Gertrude 
Springer which discussed in vivid, readable, 
and case-story form the day-by-day problems 
of emergency relief workers. The new series 
will be concerned with the activities of social 
workers in the administration of provisions 
of the Social Security Act in local communities. 
They will be based on Mrs. Springer’s ob- 
servations in the field while visiting local com- 
munities in several states during the next few 
months, a project made possible by the Amer- 
ican Public Welfare Association. The series is 
especially recommended to our readers as a 
source of information about and interpretation 
of the functioning of newly emerging public 
welfare services. 
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©The Health Section of the World 
Federation of Education Associations, 
through its chairman Dr. C. E. Turner, 
cordially invites the members of the 
National Organization for Public Health 
Nursing to participate in the meetings 
of the Seventh Biennial Conference to 
be held in Tokyo, Japan, August 2-7, 
1937. The subjects to be discussed are 
Health Education, Health Services, and 
Physical Education. Details regarding 
the program may be procured by ad- 
dressing the secretary, Miss Sally Lucas 
Jean, 200 Fifth Avenue, New York, 
N. Y. 


® Codperating in a study of maternal 
care and infant mortality, the Milbank 
Memorial Fund has made a grant to the 
University of Denver for an analysis of 
data from a special survey of all the 
births in Denver, compiled over a 
twelve-month period. The survey was 
made by the Bureau of Research of the 
University of Denver in cooperation 
with the Denver Public Health Council 
and with the assistance of the Visiting 
Nurse Association of that city. Mrs. 
Dorothy Watkins Conrad, former super- 
visor of maternity and infancy for the 
Denver Visiting Nurse Association, is 
continuing the analysis under the di- 
rection of Dorothy G. Wiehl of the 
Fund’s technical staff. Dr. A. D. H. 
Kaplan, who as Director of Social 
Studies of the University of Denver 
directed the survey, will assist with the 
final report. 


@ The next examination by the Pennsylvania 
State Board of Examiners for Registration of 
Nurses will be held February 12 and 13, at 
the following cities: Harrisburg, Pittsburgh, 
Philadelphia, and Wilkes-Barre. All applica- 
tions must be in the office of the State Board 
of Examiners for Registration of Nurses, 
Harrisburg, no later than January 30, unless 
an examinee completes her course in the two- 
weeks’ interval prior to the examination. 


® A Division of Epidemiology under Dr. 
J. A. Carswell with Dr. J. W. Fennell 
as assistant and Thelma Shriver as field 
nurse is beginning its program with a 
tuberculosis survey in southeastern 
Alaska. It is planned that this survey 
will be eventually extended to cover the 
complete territory. 

The Federal Social Security program 
in Alaska has established a division of 
Maternity and Infancy with Dr. Sonia 
Chiefetz as acting director and Mrs. 
Mary Cauthorne as advisory nurse. 


® A two-months institute for maternity 
supervisors in public health nursing 
agencies will be held in New York City 
beginning May 1, 1937, by the Mater- 
nity Center Association in cooperation 
with the Department of Nursing Edu- 
cation of Teachers College, Columbia 
University. Registration will be limited 
to sixteen. A fee of $50 will be charged. 
Application blanks will be sent on re- 
quest. This unit will count for addi- 
tional professional credit for students 
matriculated in the Department of 
Nursing Education at Teachers College. 


®*The Camp Transparent Woman, 
brought to this country by S. H. Camp 
from the Hygiene Museum in Dresden 
where it was constructed, will shortly 
leave the New York Museum of Science 
and Industry in Rockefeller Center for 
a nation-wide educational tour of one 
hundred cities, which is expected to last 
more than two years. The model will 
be accompanied by a doctor-lecturer 
who will introduce the exhibit to scien- 
tists, the medical profession, and public 
health officials, and to the general public 
in a series of lectures to which admission 
will be free. At the close of this educa 
tional tour the figure will be presented 
to some prominent medical school or 
museum for permanent exhibit. 

The figure is made entirely of cell- 
horn. This material was developed by 
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a secret process and makes every organ, 
even the delicately designed veins and 
the circulatory system, clearly visible to 
the observer. It is the only Trans- 
parent Woman in existence, although 
there are three Transparent Men, one 
of which is on permanent exhibition at 
the Mayo Clinic in Rochester, Minne- 
sota. 

William F. Snow, M.D., General 
Director of the American Social Hy- 
giene Association, New York, N. Y., 
says of the Camp Transparent Woman: 
“This transparent life-size figure is a 
splendid teaching model for giving the 
public quickly and clearly a knowledge 
of all the organs and their relations 
It is by such methods that the people 
are prepared for subsequent demonstra- 
tions and instruction in what to do to 
conserve health or to assist the physi- 
cian whom they consult in efforts to 
regain their health.” 


® Three very successful conferences on 
maternity nursing were conducted for 
I}inois nurses during the month of De- 
cember by Anita Jones, Assistant Direc- 
tor, Maternity Center Association. 
These conferences were sponsored by 
the Division of Child Hygiene and Pub- 
lic Health Nursing, State Department 
of Public Health and three local public 


health nursing associations where the 
institutes were held—-East St. Louis. 


Peoria and Rockford. The conferences 
were well attended by supervisors of 
maternity nursing services in hospitals 
and by public health nurses. 


* A new advisory council on health and 
physical education consisting of fifteen 
leaders in various phases of health work 
was recently appointed by the Board of 
Regents of the University of the State 
of New York. Miss Elizabeth L. Sears, 
Blue Point, New York, was appointed 
to represent the New York State School 
Nurses’ Association on the council. 


®The Michigan Board of Registration of 
Nurses will hold an examination March 4 and 
5 for graduate nurses and March 4 for trained 
attendants, at Herman Kiefer Hospital, De- 
troit. All applications with fees must be on 
file in the office of the Board of Registration 
oi Nurses, 200 Hollister Building, Lansing, not 
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later than February 17. Mrs. Ellen L. Stahl- 
necker, R.N., Secretary 
® During the week of November 7, 


health meetings were held in 53 counties 
in Iowa under the auspices of the Ex- 
tension Service of the Iowa State Col- 
lege of Agriculture and the lowa State 
Department of Health for the purpose 
of bringing information concerning pub- 
lic health to the rural residents of the 
state. During the first four days of the 
week, public health nurses from the 
State Department of Health held get- 
together meetings in each quarter of 
counties. meetings were 
followed by county-wide conferences of 
farm leaders held at the county seats. 
Everyone was invited to these confer- 
ences, which were directed by State De- 
partment of Health officials. In each 
county the local extension workers, the 
county home projects committees, the 
board of directors of the Farm Bureau, 
the county 4-H Club committee, the 
county and township health chairman 
of the Woman's Division of the Farm 
Bureau, and others were asked to par- 
ticipate in the round-table discussion of 
what organized groups can do to im- 
prove and extend local health services. 


these These 


NEW APPOINTMENTS 


(For J.V.S. Appointments see page 128 

Rena Haig, Director of Nursing, State De- 
partment of Health, San Francisco, Calii 

Sophie Fevold, Assistant Director, Visiting 
Nurse Association, Rockford, Ill 

Bernardine Striegel, Health District Super- 
visor, State Department of Health, Des 
Moines, lowa 

Mrs. Grace Haven, Director, Visiting Nurse 


Association, Waterloo, lowa 

Ruth Kooiker, Educational Supervisor, Vis- 
iting Nurse Association, Fort Wayne, Ind 

Iva Robertson, Teacher of Child Care, 
Department of Health, Lansing, Mich 

Ina Belle Reynolds, Prenatal Advisory 
Nurse, Visiting Nurse Association, Santa Bar- 
bara, Calif. 

Catherine McDermott, Famil\ 
selor, Calhoun County, Mich. 

Minnie G. McLemore, County Nurse, Henry 
County, Va. 

Alice Huisenfeldt, County Nurse under State 
Department of Health, Iowa. 

Alma Thornberry, Community Nurse, Amer- 
ican Red Cross, Michigan City, Ind. 

Ruth Gates, Staff Nurse, Department of 
Health Education, South Bend. Ind. 


State 


Health Coun- 





Study Page for February 


Suggestions for Board Members, Executives, Staff Nurses, and Students 


The following questions are based on the published material in this number, 
and offer suggestions for the use of the magazine: 


Board Members 

How do a group of volunteers in one agency participate in the teaching of moth- 
ers’ classes? Volunteers for Mothers’ Clubs. Page 116. 

How high do accidents rank among causes of death in the United States? The 
Nurse in Accident Prevention. Page 78. 

What various community groups are called upon to codperate in a well rounded 
program for crippled children? The Crippled Child in New York State. 
Page 81. 


Executives and Supervisors 

How can the public health nurse help to prevent the toxemias of pregnancy? 
Nursing in the Toxemias of Pregnancy. Page 74. 

A Program for Staff Education—Maternal Welfare is given on page 111. 

Can standing orders be drawn up to include health-supervision content as well 
as nursing care? State Standing Orders jor Public Health Nurses. Page 122. 

How may volunteers be used in the teaching of mothers’ classes? See question 
1 under Board Members. 

How may a program for crippled children become an integral part of a com- 
munity nursing program? See question 3 under Board Members. 


Staff Nurses 

Why should the public be acquainted with the early manifestations of syphilis? 
The Public Health Nurse in the Control of Syphilis and Gonorrhea. Page 95. 

What is included in the teaching of a tuberculosis patient and family? Tubercu- 
losis Nursing in Rural Virginia. Page 102. 

Of what value are state standing orders to a rural nurse? See question 3 under 
Executives and Supervisors. 

Compare your answers to last month’s questions on maternity nursing with those 
given under How Would You Answer These? Page 99. 

What tests and measurements may be used by a nurse in helping to discover 
symptoms of eye defects? A School Program for Eve Health—Physical 
Aspects. Page 129. 

What are the early symptoms of the toxemias of pregnancy? See question 1 
under Executives and Supervisors. 


Student Nurses 

How are the midwives in the rural South taught the most important essentials 
for the maternity care of their patients? Searchin’ the Midwife’s Bag. Page 119. 

Did you have the right answers to last month’s questions on maternity nursing? 
How Would You Answer These? Page 99. 

When is syphilis communicable and how may it be transmitted? See question 1 
under Staff Nurses. 

What emotional adjustments must the children in a family make to the coming 
of a new baby? Maternity and Mental Hygiene. Page 88. 





